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I
GENERAL INFORMATION

Introduction

The West Virginia Public Employees Insurance Agency (“PEIA") was created by
. an Act of the West Virginia Legislature effective July 1, 1990, replacing the West
Virginia Public Employees Insurance Board. The PEIA is the State Agency responsible
for administering a. health and life benefit plan and other benefit offerings to ‘eligible
employees and retirees of the State, county boards of education, local governmental
entities as well as other persons as specifically authorized to participate by statute. The

PEIA also provides coverage for eligible dependents of pamcxpatmg employees and
retirees.

The purpose of this Plan Document is to describe the various benefits offered by
. the PEIA to its insureds and how those benefits are administered. The PEIA also
publishes a Summary Plan Description Booklet for its insureds, a less techmcal
explanation of Plan benefits and how to use them.

Mission Statement

The mission of the PEIA is:

- To effectively and efficiently administer a medical benefits plan and other
benefit offerings for participating employers and insureds;

— To maintain a benefit structure that covers a wide range of medically
necessary services for insureds;

— To implement reimbursement methodologies that will allow insureds
appropriate access to quality care;

—~ To develop reasonable cost controls such as coordination of benefits and
subrogation provisions, fraud investigations and cost sharing;

— To prevent unnecessary utilization of services;

— To encourage healthy lifestyles for insureds through wellness programs,
preventive screenings and Plan incentives; and

— To work with -other State agencies to promote improved access to quality
medical care for all West Virginians. '



Organizational Overview

Director. The Director of the PEIA is appointed by the Governor with the advice
and consent of the West Virginia Senate. He/she serves at the will and pleasure of the
Governor and must have at least three years experience in health insurance
administration prior to appointment. The Director is responsible for the day-to-day
administration and management of the PEIA, makes all rules and regulations, and
enters into any contracts necessary to carry out the PEIA's mission.

PEIA Staff. The Director is authorized to employ such administrative, technical
and clerical staff as is necessary to properly administer the Plan. All positions in the
PEIA, except for the Director, Deputy Director, Chief Financial Officer and the Director’s
Secretary will be included as classified personnel under the classification system of the
- Division of Personnel, of the Department of Administration.

Finance Board. The PEIA Finance Board consists of the Director and six
members appointed by the Governor with the advice and consent of the West Virginia
Senate for terms of four years and until the appointment of their successors. Of the six
members appointed. by the Governor, one member shall represent the interests of
education employees, one member to represent the interests of public employees, one
shall represent the interests of organized labor and three ' members to represent the
public-at-large. The three at-large members must have experience in the financing,
development or administration of benefit programs. All members must be citizens of
West Virginia. Members are to be selected to represent, as broadly as possible, the
different geographic areas of the State and no more than four (including the director)
may be of the same political party.

‘The Finance Board is responsible for approving the Agency’s Annual Financial
Plan, monitoring the implementation of the Financial Plan and insuring the financial
stability of the Agency. .

Actuaries.. The Finance Board will employ an impartial, professional actuary
with demonstrated experience in analysis of large group health insurance plans to
estimate the total financial requirements of the Agency for each fiscal year and to
. review and render a written professional opinion as to the fiscal soundness of any
proposed financial plan or amendment to a financial plan. In addition, at the request of
the Finance Board, the -actuary shall develop alternative financing options and perform
such other services as required.

Third Party Administratofs. The PEIA employs Third Party Administrators
- (TPAs) to administer the claims processing and utilization review procedures for the
Medical Benefits Plan, subrogation, the Prescription Drug Plan and to administer the

Mountaineer Flexible Benefits Plan. A current listing of TPAs is contained in Appendix
A.



Consultants and Other Contractors. The Director may contract with such
consultants and other contractors as is necessary to administer the Plan

Overview of Benefits

Medical Benefits Plan. The Medical Benefits Plan offers a broad range of benefits
including: .

-~ medically necessary services and supplies;

— ‘pre-admission review and case management,

wellness benefits; and

an organ transplant network.

Prescription Drug Plan. The Prescription Drug Plan benefits include:

coverage of medically necéssary prescription drugs and supplies;

— discounts to the insured when using a Network pharmacy, a maintenance supply
of medication and/or generic drugs;

- utilization review to detect contraindicated prescriptions and improper utilization
of prescription drugs; and

— direct claims filing through Network pharmacies.

Basic and Optional Life and Accidental Death & Dismemberment (AD&D)
insurance. The PEIA’s life insurance plan offers the following:

- Basic term life and AD&D coverage at no cost to the policyholder; and

— Optional term life insurance for the policyholder and qualified dependents that
can be purchased by the policyholder.

Flexible Benefits Plan. The Mountaineer Flexible Benefits Plan includes the following:

— Dental, Vision, Short- and Long-Term Disability Insurance;
— a Medical Flexible Spending Account;

— aDependent Care Flexible Spending Account;

— aLife Events Plan*; and

- alegal Plan.*



*These are post-tax benefit options. Benefits for these plans are described in the Open
Enroliment material mailed (annually) by the Plan Administrator.

Interpretation of Plan

The Director shall have ultimate authority to interpret the Plan for the PEIA. The
Director may authorize others to interpret the Plan on the Agency's behalf, such as
TPAs; however, such delegation shall not supersede the authority of the Director.

From time-to-time, this Plan may be superseded by legislation, enacted rules or
regulations, court d ecisions, actions of the Finance Board or such other actions that
may have a binding effect on the Agency. In such cases, the Plan Document will be
amended, within a reasonable time, to reflect such actions. '

Amendments to Plan D_ocument

The PEIA reserves the right to amend all or any portion of this Plan Document in
order to reflect changes required by court decisions, legislation, actions by the Finance
Board, actions by the Director and for any other matters as are appropriate. The Plan

Document will be amended within a reasonable time of any such actions. All
~amendments to the Plan Document must be in writing, dated and approved by the
Director. The Director shall have sole authority to approve amendments to the Plan
Document. ‘T he Plan Document and all approved amendments will be filed with the
State of West Virginia Secretary of State's Office.

Appendices

The appendices to this Plan Document are incorporated into and made a part of
this document. o '

Definitions

The following definitions apply to all terms used in this Plan Document, except to
the extent that the definitions may be contrary to definitions contained in Section I X
(Medical Reimbursement Plan) and Section X (Dependent Care Reimbursement Plan),
in which case the definitions contained in Sections IX and X will apply exclusively to
those sections.

Average Wholesale Price (AWP) — Average wholesale price in relation to prescription
drugs. ‘

Acordia - The Third Party Administrator (TPA) responsible for claims processing,
customer service, pre-authorizations and prior approval for out-of-network services for
the PEIA PPB Plan.



Ai:tive Employee - A person who is actively employed with a PEIA participating
agency.

Acordia/PEIA Network - Any of the networks of medical providers available to PEIA
insureds through direct or indirect contractual relationships with PEIA, including, but not

limited to the Beech Street Network and the Medical Mutual of Ohio (MMO) SuperMed
Plus Network.

Allowed Amount - The lesser of the actual charge and the maximum for a service as
set by the PEIA.

Annual Deductible - T he amount an insured must pay each year before the Plan
pays any portion of the cost. Under the PPB Plan, office visits are not subject to the
deductible. Only the Allowed Amounts for covered expenses will be applied to
deductibles.

Beech Street - A national network of health care providers used for out-of-state care by
the PEIA PPB Plan. :

Beneficiary - The person who receives the proceeds of an insured’'s PEIA life
insurance policy. '

Coordination of Benefits - A practice insurance companies use. to avoid double or
duplicate payments when a person is covered by more than one policy.

Coinsurance - The percentage of the allowed amount that the insured must pay after
the deductible has been met. This is the amount applied to the insured’s annual out-of-
pocket maximum. The insured is responsible for paying the coinsurance and
deductible-amounts directly to the provider of service.

Copayment - The set dollar amount an insured pays when using services, such as the
flat dollar amount an insured pays for an office visit in the PEIA PPB Plan. Copayments
are not applied to the annual deductible or out-of-pocket maximum.

Dependent - A person, other than a policyholder, who is eligible to participate in the
Plan and who has been properly enrolled in the Plan by a policyholder.

Diagnosis-Related Groups (DRGs) - System of classifying medical cases and surgical
procedures for payment based on diagnoses; used under Medicare’s prospective
payment system (PPS) for inpatient hospital services.

Director - The Director of the West Virginia Public Employees Insurance Agency.



Durable Medical Equipment (DME) - Medical equipment which can withstand
repeated use and is not disposable, is used for a medical purpose, and is generally not
useful to a person who is not sick or injured.

Eligible Expense - A necessary, reasonable and customary item of expense for health
care when the item of expense is covered at least in part by one or more plans covering
the person for whom the claim is made. Allowable expenses under the Plan are
calculated according to PEIA fee schedules, rates and payment policies in effect at the

time of services. / . - .
Emergency - An acute medical condition resulting from injury, sickness, pregnancy or

_mental illness which arises suddenly and unexpectedly and requires immediate care

and treatment to prevent the death, severe disability, or impairment of bodily function of

an insured.

Employee - An active or retired employee as defined by the Plan.

Exclusions’ - Services, treatments, supplies, conditions, or circumstances that are not
covered under the PEIA Plan. '

Experimental, Investigative, or Unproven Procedures - Medical, surgical, diagnostic,
psychiatric, s ubstance abuse or other health care technologies, supplies, treatments,
procedures, drug therapies or devices that are determined by the Plan (at the time it
makes a determination regarding coverage in a particular case) to be: (1) not approved
by the United States Food and Drug Administration (“FDA") to be lawfully marketed for
the proposed use and not identified. in the American Hospital Formulary Service, the
United States Pharmacopoeia Dispensing Information, or the American Medical
Association Drug Evaluations as appropriate for the proposed use; or (2) subject to
review and approval by the Institutional Review Board for the proposed use; or (3) the
subject of an ongoing clinical trial that meets the definition of Phase 1, 2, 3 Clinical Trial
FDA oversight; or (4) not demonstrated through prevailing peer-reviewed medical
literature to be safe and effective for treating or diagnosing the condition or illness for
which it is proposed. ' '

Explanation of Benefits (EOB) - A form sent to the policyholder after the claim has
been evaluated or processed by the TPA-C or TPA-P. The EOB explains the action

taken on the claim and includes information such as the PEIA allowed amount, the co-
linsurance amount, benefits available, reasons for denying payment, etc.

Fringe Benefits Management Company (FBMC) -The flexible benefits TPA for PEIA.

Health Maintenance Orgahization (HMO) - The most restrictive type of managed care

- . plan offered by PEIA. HMOs both provide and pay for health care for their members.

Services received outside the HMO’s network of providers are not covered uniess they
are required to treat a medical emergency, or otherwise authorized by the HMO.



Inpatient - An insured admitted as a bed patient to a hospital or other treatment facility
for medical services.

Insureds - All persons who participate in the PEIA Plan, regardless of whether they
are enrolled in the PPB Plan, a managed care plan or life insurance only. Insured
refers to anyone who has coverage under any plan offered by PEIA. :

Intracorp - The utilization management company handling precertification, medical
Case management and other utilization management functions for the PEIA PPB Plan.

Life Insurance C arrier - The life insurance company with whom PEIA contracts to
provide life insurance benefits to PEIA members. Unum Provident is the life insurance
carrier for PEIA. :

Maximum Allowable Charge (MAC) - A limitation on billed charges for prescription
costs allowable by the PEIA.

Managed Care Organization (MCO) - A generic term for HMOs or other similar models
with which PEIA contracts. An MCO provides and pays for health care services.

Medical Case Management - A process by which Intracorp assures appropriate
available resources for the care of serious long-term illness or injury. Intracorp’s case
management program can assist in providing alternative care plans.

Medicare Beneficiary - An individual eligible for Medicare as established by Title XVII
of the Social Security Act of 1965, as amended.

Medicare Part A - The Medicare Hospital Insurance program, which covers the cost of
hospital and related post-hospital services. As an entitlement program, it is available
without payment of a premium. Beneficiaries are responsible for an initial deductible
per episode of iliness, and coinsurance for some services.

Medicare Part B - The Medicare Supplementary Insurance Program (SMI); covers the
costs of physician services, outpatient laboratory and X-ray tests, durable medical
equipment, outpatient hospital care, and certain other services. As a voluntary
program, Part B requires payment of a monthly premium. Beneficiaries are responsible
for a deductible and coinsurance payment for most covered services.

Merck-Medco - The prescription drug TPA for PEIA.

Member - A policyholder or dependent enrolled in a managed care plan offered by
PEIA.

Mountaineer Flexible Benefits - Flexible beneﬁfs plan offered by PEIA.



Organ Transplant Network - Network of providers through which the PEIA PPB Plan
offers organ transplant services. Providers are available nationally.

Outpatient - An insured who receives services in a hospital, alternative care facility,
free-standing facility, or physician’s office but who is not admitted as a bed patient.

PEIA - The West Virginia-Public Employees Insurance Agency

PEIA Member - PEIA insureds who are participating in oné of the managed care plans
offered through the PEIA. A

PEIA PPO The PEIA: Preferred Provnder Organization (PPO) is the network of
providers from whom PEIA Preferred Provider Benefit (PPB) members can receive care
to get the highest benefit level. This network consists of West Virginia providers who
accept PEIA’s reimbursement, and out-of-state providers who participate in the
Acordia/PEIA Network. These include, but are not limited to, the Beech Street Network
and the Medical Mutual of Ohio SuperMed Plus Network.

Plan Year - A benefit period beginning July 1 and ending June 30. Prior to July 1,
1999, a benefit period began January 1 and ended December 31, with the exception of
the Transitional Plan Year (January 1, 1999 through June 30, 1999).

Policyholder - The primary person who is eligible for and enrolied in the PEIA
coverage, including active or retired employees, surviving dependents and those who
are eligible and elect continued coverage under COBRA.

Preauthorization - A program which allows the insured to obtain prior approval for a
service to assure that it will be covered by the Plan. Preauthorization is handled by
Acordia National.

Precertification - The reduired process of reporting any inpatient stay and some
outpatient procedures in advance to obtain approval. for the admission or service.
Intracorp handles precertification.

Pre-existing condition - A physical or mental condition that had been diagnosed,
treated or for which the patient had incurred expenses before the patient became
covered by the Plan.

Preferred Provider Benefit Plan (PPB) - The PEIA PPB Plan is the preferred provider
benefit (PPB) plan offered by PEIA. This plan replaced the PEIA Indemnity Plan on
July 1, 1999. The PEIA PPB Plan provides medical care through a PPO Network of
providers based on where an insured lives and where care is received.

Preferred Provider Organization (PPO) - The PEIA PPO is the network of physicians
from whom PEIA PPB insureds can receive care to get the highest level of benefit.



This network consists of West Virginia phyéicians who accept PEIA’'s reimbursement
and qut-of-st_ate physicians who participate in the Acordia/PEIA Network.

Premium - The péyment required to keep a policy in force.

Prescription D_rug Network - A group of pharmacies that have an agreemént with the
~ prescription drug TPA to provide services to PEIA insureds.

Primary Care Physician (PCP) - The medical provider selected by the PEIA member
to serve as the primary care provider in accordance with the policies of a managed care
plan. :

Prior Approval - The required process of obtaining approval from Acordia for out-of-
state or out-of-network care under the PEIA PPB Plan.

Prospective Payment System (PPS) - The methodology used for reimbursing
inpatient hospital services. :

Provider - A hospital, physician or other health care provider, licensed where required
and performing within the scope of that license.

Provider Discount - A previously determined percentage which is deducted from a
provider's charge or payment amount and is not billable to the insured when PEIA is the
primary payor and the service is provided in West Virginia, or by a PPO Network
provider. :

Public Employees Insurance Agency (PEIA) - The state Agency that arranges for
health and life insurance benefits for West Virginia's public employees. PEIA
administers the PEIA PPB Plan, and contracts with all of the MCOs that are offered to
public employees. ‘ ' ' '

Reasonable and Customary - The prevailing range of charges and fees charged by
Providers of similar training and experience, located in the same area, taking into
consideration any unusual circumstances of the patient's condition that might require
additional time, skill or expertise to treat the patient successfully.

Resource-Based Relative Value Scale (RBRVS) - A fee schedule that bases
professional services reimbursement on the amount of resource costs required to
diagnose and/or treat patients — instead of paying based on charge histories.

Retired Employee - An insured who qualifies for PEIA by virtue of former employment
with an agency eligible to participate in the PEIA Plan.

Secondary Payor - The plan or coverage whose benefits are determined after the
primary plan has paid. The order of payment is determined by rule explained in
Appendix G. -



Specialty Care Physician (SCP) - A doctor who is a member of the HMO network.
- SCPs are specialists, and care from them requires a referral from the PCP.

Subrogation - The right of the PEIA to succeed to an insured’s right of recovery
against a third party for benefits paid by the PEIA to, or on behalf of, an insured for
services incurred for which a third party is, or may be, legally liable.

TPA (Third Party Administrator) - Any company with whom PEIA has contracted to -
provide customer service, subrogation, utilization management and claims processing
services to PEIA insureds.

TPA-C - Third Party Administrator for Medical Claims.
TPA-P - Third Party Administrator for the Prescription Drug Plan.

TPA-UM - Third Party Administrator for Utilization Management for the Medical Benefits
Program. S ‘ '

Utilization Management - A process - by which PEIA controls health care and
prescription drug costs. Components of utilization management include pre-admission
- and concurrent review of inpatient hospital stays, case management, and prior review
of certain outpatient surgeries and prescription drug services.

Waiver of Premium - If an insured becomes disabled before the insured is age 60 and
while insured, basic life insurance coverage will continue as long as the insured is
disabled without further payment of premium if approved for a waiver of premium by the
life insurance carrier. To be considered disabled, the insured must be unable to work
for pay or profit. Application for a disability waiver of premium must be provided to the
life insurance carrier. ' :
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PARTICIPATION
Eligibility to Participate

Active Employees. All regular full-time employees (including elected official's) of
the following entities are eligible for enroliment in the PEIA insurance plans:

— State of West Virginia;
— West Virginia Legislature;
— State colleges and universities:

— county boards of education, including elected members of the
boards of education;

— counties, cities, or towns (if the employer elects to participate
in the program); '

— comprehensive community mental health centeré and mental retardation
centers authorized pursuant to W.Va. Code § 27-2A-1, et seq.; and

— other individuals and government bodies specified in the West Virginia
Code Chapter 5, Article 16 (if the employer elects to participate in the
program). :

" The term "full-time" means a permanent position that is considered full-time by
the participating agency and that requires services to be performed at least 20 hours-a-
week, unless otherwise exempt under the provisions of the West Virginia Code.

The PEIA is not an alternate plan for employees of local government agencies.
Either PEIA is the only plan offered by the entity or the entity may not participate.

Twenty (20) Year Employees (Non-retirees). Employees who have 20 years of
service with a participating employer and who have been covered by PEIA for 20 years
and have deferred retirement may p articipate and pay 105 percent of cost of retiree
coverage (W.Va. Code §5-16-13(K)). However, the employee must elect such
coverage within two years of separation from employment.

Retired Employees. Active employees who retire are eligible for PEIA health
and life benefits, provided they meet the minimum eligibility requirements of the
applicable state retirement system and, as of March 13, 1999, if their last employer

11



immediately prior to retirement is a participating employer under the State retirement
system.

Dependents. The term "dependent" includes the lawful spouse of the employee
and all unmarried children under the age of 19 (see exceptions for students and
disabled dependents). Included in this definition of children are:

— the employee's biological children;

— alegally adopted child (including a child living with the
employee during a probationary period); :

- a stepchild residing in the employee's-household; and,

~ a child residing with the employee in-a household of which the employee
is the head, who is fully dependent on the employee for support and
maintenance, and who is actually supported solely by the employee.

Adopted children may be enrolled effective on the date of birth if enrolled during
the month of birth or the following month if legal documentation is provided stating that
the PEIA policyholder became financially responsible for claims incurred by the adopted
child on the date of birth. Any claim related to the birth mother is not payable under this
Plan, unless she is PEIA eligible in her own right.

Coverage for a divorced spouse shall terminate on the last day of the month in
which the final decree of divorce is entered. Coverage for a child shall terminate at the
end of the month in which the child turms age 19, unless the child qualifies for continued
coverage as a full-time dependent student or a disabled dependent as described in this
Plan Document.

Student. A child who has reached the age of 19, is unmarried, a full-time
student and fully dependent on the employee, may continue to be covered up to the
end of the month that child tums 25, as long as the child remains unmarried, fully
dependent and a full-time student. "Full-time student” is defined as a student attending
courses in a graduate, undergraduate, trade, or professional schoo!l on a full-time basis.

" A child enrolled in a U.S. military academy is not eligible for this continued coverage
when the academy considers the studentto be on active duty. E nroliment mustbe
verified by information from the registrar of the school or university annually.

When a covered dependent attains age 19, PEIA will notify the employee that
coverage will end unless the dependent child is a full-time student. PEIA will notify the
TPA-C and TPA-P or managed care plan if the employee provides proof of continued
eligibility. If a medical claim is submitted on behalf of a dependent student, the

“employee must provide proof of continued student status from the registrar's office of
the university, school, or college to the TPA-C or managed care plan, as applicable.
' 12



The verification remains in effect for one year. After the one-year period, verification of
continued student status must again be obtained from the registrar's office. '

A student who enters the U.S. Armed Forces on active duty to complete Basic
Training and/or Advanced Individual Training (AIT) immediately after completing a
schoo! term/semester, and returns to full-time student status at the beginning of the
next school term/semester after completion of such active duty training, will not be
considered as having a lapse of insurance coverage. A copy of DD Form 214 (provided .
by-U.S. Armed Forces at the time of discharge from active duty) must be provided to
- verify the period of active duty. ' '

Full-time students between the ages of 19 and 25 who must temporarily
withdraw from a college, university or other school! for medical reasons may continue
coverage. In order to continue coverage under this provision, the. attending physician
must certify in writing each month that the student is unable to attend classes on a full-
time basis, state the medical diagnosis, and estimate when the student may be
expected to return to full-time student status. If the PEIA, in consultation with the
medical director of the TPA-C, determines the diagnosis does not warrant continuous
coverage under this provision, proper notice terminating the student status will be
forwarded to the insured. The medical leave of absence is reviewed after a twelve-
month period to verify if the dependent qualifies for a disability. If not, then COBRA
election must occur for coverage to continue. ‘

Students who voluntarily withdraw from school.or have a lapse of coverage and
later re-enroll as a-full-time student, may be reinstated for health benefit coverage; in
this case, student health benefit coverage will become effective the first day of the
month following the date of enroliment in the Plan and may be subject to pre-existing
condition limitations.

Disabled Dependents. A dependent may be covered by the PEIA after age -
19 (or age 25 if a full-time student) if he/she is: :

— incapable of self support because of mentai retardation, mental illness, or
physical disability that began prior to age 19 (or age 25 if while covered as
a full-time student); and

— incapable of self-sustaining employment and primarily dependent on the
policyholder for support and maintenance. :

Written verification of the iliness or disability by the family physician is required
when the dependent reaches age 19 (or at the time of the disability or illness if a full-
time student), and periodically thereafter on the anniversary of the last date of
verification unless the disability was approved for the dependent’s lifetime.
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‘The pre-existing conditions clause as, described in this Plan, is waived for a
disabled dependent.

Surviving Dependents. The PEIA Medical Benefits Plan is available to the
surviving spouse and dependents of a deceased active or retired employee who were
enrolled and covered under the deceased employee's insurance coverage at the time of
the employee's death. A surviving spouse who is pregnant at the time of the death of

the employee may enroll the newborn child. Surviving dependents are not eligible for
life insurance. -

The surviving dependent must enroll in the month the employee's death occurs
or the following month to avoid any lapse in coverage and the imposition of limitations
due to pre-existing conditions. Also, surviving dependents must enroll in the same plan
in which they were covered at the time of the policyholder's death. During open
enroliment, they may select any plan for which they are eligible. When surviving
dependents become entitled to Medicare, the PEIA becomes the secondary payer.
Coverage for surviving dependents terminates at the end of the month in which the
surviving dependent no longer elects to participate, fails to pay the premium, or
becomes ineligible due to age or marriage.

Enroliment

Procedures. Active employees may enroll inthe PEIA Plan at their place of
employment, retirees may enroll through their retirement system, and qualified surviving
spouses and dependents may enroll either through PEIA or the policyholder's
retirement system, as applicable. At the time of enroliment, the enrollee may select
the type of coverage (PPB Plan or managed care) and enroll any eligible dependents.
Eligible dependents covered by the PEIA must participate in the same health plan as
the policyholder. '

Participation in the PEIA benefits plan is not automatic. Policyholders must
complete the proper enrolliment forms. Enrollment in a PEIA benefit-plan authorizes a
policyholder's employer or retirement system to deduct premiums for coverage from
his/her salary or pension. Policyholders are responsible for notifying their employer (if
actively employed) or their retirement system (if retired) of any change in their address,
marital- status, or status of their dependent(s). It is the responsibility of the employer
benefits coordinator or the retirement system to notify PEIA of such changes.

When both spouses are eligible for PEIA coverage:
1) each may enroll as a policyholder in the PPB Plan;

2)  each may enroll separately, with one being a policyholder in the
PPB Plan and one being a policyholder in a managed care plan; -
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3) each may select a different managed care plan, although both
spouses can’t be policyholders in the same managed care plan; or,

- 4) they may enroll as a family unit for family coverage with one
spouse as the policyholder in either the PPB Plan or a managed
care plan, and the other spouse covered as a dependent carrying
life insurance only.

When dependent children are involved, spouses must decide which one will be
the policyholder who covers the children. This decision must be made at the time of
enroliment, and all galigible dependents must be enrolled under one policyholder.

. The spouse of a deceased employee will be considered the policyholder for all
other dependents of the deceased employee.

Enrollment Periods.

Active Emplovees. Active employees may enroll for PEIA health or life benefits
at the time they are hired, although coverage will not begin until they are actively at
work (see Commencement of Coverage in this Section). Active employees who enroll
in the month they are hired or the following month will not be required to submit a
statement of health for optional life insurance not exceeding $100,000. Active
employees who choose not to enroll for health coverage during this initial period may do
so later, but may be subject to preexisting condition limitations. Active employees who
choose not to enroll for life insurance coverage (basic, optional, or dependent) during
this initial period may do so later in accordance with current guidelines, but will be
required to submit a statement of health and must be approved by PEIA's life insurance
carrier before coverage will begin.

Retired Employees. 'Retired employees continue coverage by enrolling in the
PEIA Plan through their retirement system. All employees must enroll when changing
to retired status in order to maintain coverage. Retired employees wishing to maintain
life insurance or optional dependent life insurance upon retirement must enroll for this
coverage d uring the month of retirement or the following month. Retired employees
wishing to elect new or increased Optional Life Insurance or Optional Dependent Life
Insurance, must enroll and submit a statement of health during the month of or the
month following their retirement. Coverage will be effective subject to the approval of
the PEIA’s life insurance carrier. Retired employees may not elect or increase life
insurance coverage after the month following their retirement.

Dependents. Dependents may be enrolled by a policyholder at the time the
policyholder enrolls with the PEIA Plan. New dependents such as a new spouse,
newborn or adopted child may be enrolled during the month of or the month following
the date of the qualifying event (i.e., marriage, birth, or placement of a child for
adoption). Dependents are not covered unless enrolled, even if the dependentis a
newborn child and the pregnancy was reported to the TPA-UM. Dependents of an
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active employee may be added to the PPB Plan and the Life Insurance Plan at any
time; however, failure of the policyholder to enroli his/her dependents in the month of or
month following the qualifying event will result in the policyholder being required to
submit a statement of health for the dependent(s), receiving approval by PEIA's life
insurance carrier to obtain life insurance coverage, and may result in pre-existing
condition limitations for health coverage for such dependents. Dependents of a retired
employee cannot be enrolled for dependent life insurance outside the month of, or the
month following a qualifying event. Dependents may not be added to a managed care
plan outside the open enroliment period unless there has been a qualifying event. (see
Enroliment in this Section.)

Surviving Dependents. In the event of the death of an active or retired
employee, dependents who were covered at the time of death are eligible to enroll for
health coverage as surviving dependents. Surviving dependents are not eligible for life
~insurance.

Plan C hoices. D uring the Spring of each year, the PEIA will have an open
enrollment period to allow policyholders to select health care coverage from the PEIA
PPB Plan or one of the PEIA's managed care offerings. Policyholders may make
health insurance coverage changes during open enroliment without a qualifying event.
Any coverage changes will become effective on July 1. The policyholder's dependents
must participate in the same plan as the policyholder.

Medical Identification Cards. Policyholders will receive medical identification
cards within 30 days of enroliment in the PEIA PPB Plan. The medical identification
card shall include the insured's name and identification number. Policyholders will
receive two cards for family coverage and one card for single coverage. Policyholders
may obtain additional cards for children not residing in their household, or to replace
lost cards, by contacting the TPA-P if they are enrolled in the PPB Plan, or their
managed care plan.

Commencement of Coverage.

Active Employees. Coverage for active employees is effective the first day of
the month following the later of the date of employment or the date of enroliment. If the
date of enrollment is the first day of the month, the effective date is the first day of the
following month. The employee must be "actively-at-work™ for coverage to commence.
In order for an employee to be considered "actively at work™ he/she must:

— perform the normal tasks of the job on a full-time basis for a full work day on
the day.coverage (or an increase in the coverage amount) is to begin; and

- perform the normal tasks at one of the normal places of business or at a
location to which the employee must travel to do his/her job.
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Employees who enroll for additional life insurance coverage outside of the initial
enroliment period by providing a statement of health will have an effective date for that
coverage of the first day of the month following approval by the insurance carrier. .

Retired Employees. Retired employees and their dependents will have
continuous, uninterrupted coverage only if they enroll in the month retirement occurs or
the following month. If the retired employee enrolls for medical coverage at a later
date, the effective date of coverage will be the first day of the month following the date
of enroliment and the PEIA’s pre-existing condition limitations may apply. Retirees may
. hot enroll for life insurance at later a date.

Retirees and their dependents who are Medicare eligible must enroll for
Medicare Part A and B. The PEIA Plan will coordinate benefits as if the person has
enrolled for both Part A and B coverage, regardless of whether the person has actually
enrolled for such coverage.

Dependents. As long as the dependent has been enrolled by a newly enrolled
active employee, the coverage of the dependent will begin on the same day as the
employee's coverage. |[f the employee is not "actively at work” on the date coverage
would be effective, coverage will become effective on the first day the employee is
“actively at work.” If a dependent, other than a newborn, is in a hospital, nursing home,
or other facility which provides medical treatment on the date coverage is to begin, the
coverage will not begin until the dependent is discharged.

If the employee acquires a dependent after the employee's initial effective date,
the coverage for the new dependent will begin on the first day of the month following
the new dependent's enroliment. .

In the case of a newborn child of an employee covered by PEIA, the newbomn
must be enrolled by the employee in the month the birth occurs or the following month
in order to qualify for retroactive coverage to the date of birth. If the newborn is not
enrolled in the month of birth or the following month, coverage will be effective the first -
day of the month following the date of enrollment and pre-existing condition limitations
may apply. A statement of health will also be reqmred for optional dependent life
insurance.

Adopted children may also be enrolled effective from their date of birth if enrolled
during the month of birth or the following month if legal documentation is provided
stating that the PEIA policyholder became financially responsible for claims incurred by
the adopted child on the date of birth.

If a retired employee enrolls existing dependents in the month retirement occurs
or the following month, the coverage will be continuous and uninterrupted. If the retired
employee’s dependents are enrolled after that time, coverage will begin the first day of
the month following enroliment and the PEIA’s pre-existing condition limitations may
apply. .



Surviving Dependents. |f a surviving dependent enrolls in the month the
employee's death occurs or the following month, the coverage will be continuous and
uninterrupted. If the surviving dependent enrolls at a later date, the coverage will be
effective on the first day of the month following enroliment and the PEIA’s pre-existing
condition limitations may apply. '

Termination of Coverage.

Active Employees. The coverage for the employee terminates when the

employee is no longer eligible or when the group (employer's) coverage terminates,
whichever occurs first.

In the case of voluntary termination, the basic medical coverage for the
employee and dependents terminates at the end of the month in which the employee
voluntarily ceases employment or is no longer on payroll.

In the case of involuntary termination, such as a reduction in work force,
coverage may continue for three additional months after the end of the month in which
the employee goes off the payroll. Eligible enrolled dépendents are included in the -
three-month extension. The extension of the basic health and/or basic life coverage is
provided at no additional cost to the employee; however, the employee is required to
continue to pay his/her portion of the premium during the three month period in order to
continue coverage.

‘An employee discharged due to misconduct is not entitled to or eligible for the
three month extension of coverage which applies in other involuntary termination
situations; however, to the extent the employee and/or dependents are contesting the
charges of misconduct through the appropriate administrative processes, the three
month extension of coverage will be provided. If the charges of misconduct are upheld,
the full premium expense for the three months of extended coverage must be
reimbursed by the employee through the respective payroll location.

Insurance coverage for an insured will be terminated if the monthly premium is
not paid by the 25" day of the month of coverage.

Retired Employees. Coverage for retired employees terminates at the end
of the month in which the retired employee terminates coverage or fails to pay the
premium. If coverage has been terminated for failure to pay premium, the retiree is no
longer eligible to participate or re-enter the Plan at a later date. ‘

Dependents. Coverage for dependents terminates at the end of the month
in which one of the following occurs:
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- the policyholder terminates or loses coverage;

— for divorce from the spouse (termination is effective at the end of the month in
which the divorce is final) whether or not the decree requires the policyholder
to provide health benefits to the ex-spouse; :

— the dependent child reaches age 19 and does not qualify as a full-time
' student;

- adependent child marries;

— a dependent child who qualifies for extended coverage as a full-time student
is no longer a full-time student or reaches age 25; or

— the dependent is voluntarily removed from the Plan by the policyholder.

Surviving Dependents. Coverage for surviving dependents terminates at the
end of the month in which the surviving dependent no longer elects to participate, fails
to pay the premium, or becomes ineligible due to age or marriage.

Confined Insured. An insured who is' confined to a hospital or other facility»
rendering medical care on the date coverage would otherwise terminate will remain
covered through the date of discharge.

Local Government Agencies and other Non-Mandatory Participants.
Coverages for insureds participating through employment with a local government
agency or other non-mandatory participating employer will terminate on the last day of
the month in which the employer participates, unless the insured is a retiree or a
dependent of a retiree and eligible to enroll by virtue of receiving an annuity from the
respective state retirement system.

Chaques in Participation Status

Dependent Status to Member Status. An employee (other than a spouse) who
is covered as a dependent under a family plan and becomes eligible to enroll as a
policyholder may become a policyholder by completing the proper enroliment forms and
paying the proportionate share of the premium. If the change of status causes a lapse
in coverage, the PEIA’s pre-existing condition limitations may apply.

Transfers from one Participating Employer to Another. Any policyholder who
transfers from one participating employer to another and re-enrolls during the month of
transfer or the following month will have continuous coverage in the same plan,
provided he/she has completed the necessary enroliment forms with his/fher employer.
An individual c hanging e mployment from a State agency to a participating non-State
agency will be treated as a new hire.
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If the policyholder adds a spouse or other dependent at the time of the transfer, -
the spouse or dependent may be subject to the PEIA's pre-existing condition
limitations. The policyholder may not add dependents to coverage if covered by a
managed care plan until.open enroliment, unless there is a qualifying event.

Leaves of Absences

‘ Medical Leave. (W.Va. Code §5-16-24) Any employee on a medical leave of
absence due to aninjury orillness thatis notincurred in the course of employment
activity and is not considered a worker's compensation claim, will be entitled to continue -
coverage until he/she returns to work, provided the following conditions are met:

- the employee and employer continue to pay their propbrtionate shares of
premium costs for the period of the medical leave, but not for a period greater
than one year;

— if the medical leave extends beyond one year, the employee may be required
to pay the full premium costs; and

~ — during the period of the medical leave, the employee is required to subm.it to
the employer, at least once a month, a statement from a qualified physician
certifying that the employee is unable to return to work

Medical Leave - Workers’ Compensation.  Any employee who is on a
"workers' compensation" leave of absence due to injury or illness arising ‘from
employment and is receiving temporary total disability payments from the West Virginia
Workers Compensation Fund is entitled to continue coverage until he/she can return to
work. The employer is required to continue to pay its proportionate share of the
medical insurance premium as long as the employer-employee relationship exists and
the employee is receiving or actively seeking Workers’ Compensation benefits. Once
the temporary total disability claim has been settled, the employee is no longer eligible
to continue under this provision.

Personal Leave. An employee may continue insurance coverage while on a
personal leave of absence if the leave is approved by the employer. Payment of the
monthly premium will be according to any policy or agreement established between the
employee and the employer. Failure to remit the monthly premium to PEIA will result in
termination of insurance coverage.

Family Leave. Any employee may continue coverage while on an approved
family leave in accordance with W. Va. Code § 21-5D-1 et. seq. Payment of the
monthly premium will be according to any policy or agreement established between the
employer and employee. Failure to remit the monthly premium will result in termination
of coverage. '
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Military Leave. An employee who is on an approved military leave of absence
without pay is entitled to continue health benefit coverage for as long as the employee
continues to make the required premium payments. The employee is responsible for
paylng 100 percent of the health and life premium.

An employee who termlnates employment immediately prior to e ntering active
duty who makes application for reinstatement within 90 days after leaving the military is
eligible to re-enroll for PEIA health coverage upon reinstatement without being
considered a new member, and without other penalty (e.g. pre-existing condition
limitations). In addition, an employee and any dependents may be enrolled with
coverage effective on the date the employee returns actively at work or, at the
discretion of the employee, may elect to have coverage effective the first day of the

month following the date of electlon to re-enroll as long as the employee is actively-at-
work.

Leaves of Absence for Teachers and School Service Personnel. Any
teacher or school service personnel employee returning from an approved leave of
absence-that extended for a period of one year or less shall be restored to the same
benefits to which that employee had at the time of the approved leave of absence.

Extending Emplover-Pald Coverage for Certain Retirees

West Virginia Code § 5-16-13. allows partlmpatlng employees compelled or
required by law to retire before age 65 or who voluntarily retire as provided by law to
use accumulated sick and annual leave days to extend their employer-paid PEIA
coverage. In order to participate in this benefit, the employee must retire from a
participating employer and be drawing a pension from his/her respective retirement
system. Policyholders who elect to defer retirement or who are not eligible for payment
of retirement benefits at the time they leave active employment are not eligible for the
extension of coverage. Eligible retired employees may not use this extension for part of
a month. When both s pouses are eligible for this benefit and are retired, they may
combine their sick and annual leave to extend their family coverage. If an employee
dies before using all the extension of service credit, the benef‘ t ceases and does not
pass on to the spouse or dependents.

Participating Employees (Other than Certain Higher Education Faculty).
Employees eligible for extended employer-paid PEIA coverage, other than certain
higher education facuity as described in this Section, may extend the e mployer-paid
- PEIA coverage by surrendering their accrued sick and annual leave days in accordance
with the following formula:

— For eligible employees continuously covered by the PEIA since before July 1,
1988, 2 days of 'sick or annual leave may be converted into the full premium
for one month’s single coverage and three days’ sick or annual leave may be
converted into one month’s family coverage; and,
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- For all other eligible employees, 2 days of accrued annual or sick leave may
be converted into 50% of the premium for one month of single coverage and
3 days of sick or annual leave may be converted into 50% of the premium for
one month of family coverage.

Higher Education Faculty. Participating employees who are full-time higher
education faculty members employed on an annual contract basis other than for twelve
months may covert 3 1/3 years of teaching service to 1 year of PEIA single coverage or
5 years of teaching service for 1 year of PEIA family coverage.

- Continuation of Coverage After Termination. '

COBRA. The Consolidated Omnibus Budget Reconciliation Act of 1985
(COBRA) entitles employees, retired employees, and covered dependent(s) to continue
medical coverage in certain cases when coverage would otherwise terminate, provided
the employee, retired employee, and/or dependent(s) pays the full premium. T hese
circumstances and provisions are described in this section.

Active Employees. Covered active employees who lose eligibility for coverage
because of i) voluntary or involuntary termination (except for gross misconduct), ii)
reduction in hours.to part-time status, or jij) assignment to active duty military service
may elect to continue medical coverage for themselves and their dependents at their
own expense for up to 18 months from the date coverage would have terminated. It is
the responsibility of the employer to report to PEIA any employees who are COBRA-
eligible within 30 days of the date their coverage would ordinarily have terminated under
the Plan. The PEIA will then notify the employee within 14 days of the right to continue
coverage.

N

Retired Employees. An employee who retires and who meets the minimum
eligibility requirements is eligible for COBRA coverage up to 18 months, as long as that
person pays the full premium. The retiree may also be eligible to participate as a
retired employee, without a time limitation, and pay PEIA’s substantially reduced retiree
premium. -

Disabled Employees. The 18-month maximum period under COBRA may be
extended to 29 months for any COBRA beneficiary who is determined to be disabled
under the Social Security Act at any time during the first sixty (60) days of this COBRA
coverage. It will be the responsibility of the COBRA beneficiary to notify the PEIA of
his/her disabled status before the end of the 18-month coverage period, and within 60
days of any Social Security disability termination.” If Social Security determines the
employee is no longer disabled, the beneficiary must notify the PEIA within. 30 days of
final determination. PEIA may terminate the COBRA coverage at the beginning of the
month starting 30 days after the final determination.
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Dependent Children. An active employee or retired employee may continue
coverage on a dependent child if the child no longer meets the definition of a covered
dependent as defined in the Plan. Loss of eligibility may result from marriage,
attainment of age 19, failure to maintain ‘'student status, etc. In such circumstances,
coverage may be continued for up to 36 months following the date coverage would
have terminated. It will be the responsibility of the active employee or retired employee
to notify the PEIA within 60 days of loss of a dependent's eligibility. The PEIA will then

notify the employee or retiree of the right to elect continued coverage on that
dependent within 14 days.

Divorced Spouse. In the event of a divorce from an active or retired employee,
- the divorced spouse may elect to continue medical coverage for up to 36 months from
the date coverage would have otherwise terminated. It is the responsibility of the
policyholder to notify the PEIA of the divorce within 60 days from the date coverage
would terminate, and the PEIA will notify the spouse of the option to continue coverage
within 14 days.

Surviving_Spouse/Dependent(s). Upon the death of an active employee or
retired employee, the surviving spouse and dependent(s) may elect .to continue
coverage up to 36 months. For surviving dependent children, coverage may continue
up to 36 months beyond the termination date for children as set forth in the Plan. Either
the employer or the surviving dependent must notify the PEIA within 60 d ays of the
death of the employee or retired employee. The PEIA will then notify the dependent
within 14 days of the right to continue coverage. The surviving spouse/dependent may
also qualify for continued coverage as a policyholder (see, Eligibility to Participate in
this Section).

Conditions of Coverage. The following provisions apply to all insureds for whom
PEIA coverage is extended pursuant to COBRA:

~ Continuation of coverage is optional on the part of the employee, retired
employee, spouse, or dependent; and those for whom coverage is extended
will be required to pay the full monthly group premium, which will include a 2
percent administrative fee, for the applicable coverage type.

- For disabled COBRA beneficiaries, PEIA may charge 150 percent of the
applicable premium during the 19th through 29th months of coverage. There
will be no contribution made from State or employer funds.

— All premiums must be remitted to PEIA.

— PEIA is required by federal law to offer continuation of coverage for certain
specified periods of time; however, failure to make prompt premium
payments will constitute reason for termination of coverage prior to the
expiration of the required extended coverage.
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After notification by PEIA of the right to continue coverage, an insured who
wishes to elect continued coverage must inform PEIA, in writing, within 60
days. The insured will then have up to 45 days to pay the applicable
premium to the PEIA, retroactive to the date coverage would otherwise have
terminated.

During the period of continued coverage, medical benefits will be the same as
those normally provided by PEIA. Should PEIA implement any changes in
benefits or premium rates during the period of extension, the continuation
coverage and cost will be affected accordingly.

If continued coverage is elected, new dependents may be added during the
period of continuation and cannot exceed the policyholder’s duration of the
original 18 months (employee) or 36 months (dependent) extension of
- coverage; however, they may be subject to the pre-existing condition
limitations.

~ The continuation option applies only to medical benefits. There are no
extension provisions for employee, retired employee, or dependent life
insurance other than the conversion options as addressed in this Plan.

'If an insured is enrolled in the PEIA and subject to the limitation for pre-
existing conditions, this limitation will continue in effect under any
continuation option until the expiration date of the 12-month pre-existing
condition limitation period.

An insured enrolled in an MCO will be offered continuation of coverage
through the MCO Plan . Additionally, if the insured has elected to continue
coverage, the insured will retain the right to change plan enrollment during
the regular annual open enrollment period to be effective at the beginning of
the next Fiscal Year. :

An insured enrolled in an MCO will be given the opportunity to elect either the
PEIA's or the MCO's plan during open enrollment unless the insured moves
outside of the MCO service area.

COBRA coverage does not require evidence of insurability due to the continuous

coverage provision.

Procedures for Notification of COBRA Eligibility. When a PEIA insured loseé

eligibility to participate in either the PEIA PPB Plan or a managed care plan, the PEIA
will, upon notice of the event, send a letter to the insured regarding the date the
eligibility to participate ends and the terms under which coverage under COBRA may
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be extended. The letter will be sent to the last known address of the insured. COBRA
letters will not be sent to the insured when PEIA coverage would terminate because of
one of the following circumstances:

- COBRA coverage was accepted or refused on the termination form; or

~ no qualifying event has occurred (i.e., a dependent beihg voluntarily removed
by the policyholder).

Termination of COBRA Coverage. Coverage for those persons who elect to
extend their PEIA medical benefits through COBRA will terminate at the end of the
month in which any of the following events occur:

— At the end of the Period .of Coverage specified by COBRA (e.g., 18, 29 or 36
month period);

— Upon the insured becoming covered as an e mployee under another group
health plan that does not limit coverage for any pre-existing conditions;

-~ For a divorced spouse or dependent, who becomes covered under another
group health plan that does not limit coverage for any pre-existing conditions;

— Failure of the insured to pay their premium within 30 days of the due date,

— The insured becoming entitled to Medicare after the election of COBRA,; or,

- .Upon a disabled -employee no longer being considered disabled by Social
Security.

A qualified insured who has elected COBRA benefits and continues coverage for
the full 18, 29, or 36 months will be removed from the account by the PEIA
automatically at the end of the coverage period. .

A "Policyholder Termlnatlon of Coverage” form is required to remove a qualified
beneficiary who has elected COBRA benefits and has not continued coverage for the
full 18, 29 or 36 months. The COBRA policyholder must complete a “Change in Status”
form to remove a qualified dependent from COBRA family coverage.

Conversion.

Health Care Coverage. Insureds covered continuously for at least 3 months
(including persons participating through COBRA) under the PEIA PPB Plan or a
managed care plan offered through PEIA may apply for individual health coverage
when group health coverage ends. Covered dependents also have this right. Insureds
are not eligible for an individual policy if:
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— theinsured is age 65 or older; or

~ PEIA coverage ended because of failure to pay the premium.

Those persons covered under one of the managed care plans will be offered
coverage conversion, but the insured must contact the managed care plan for
instructions on this conversion. If the managed care conversion policy. is unavailable

due to licensing restrictions, the member will be offered a policy through the PEIA PPB
Plan. : :

Those persons covered under the PEIA PPB Plan must submit an application
and remit the first premium within- 30 days after the termination of PEIA coverage.
Coverage under the individual policy will become effective the day after coverage ends.

Persons interested in conversion should contact the PEIA. Individual health
policies are issued by an independent insurance company. Premiums and benefits

under an individual policy are determined by the insurer and may differ significantly
from the PEIA PPB Plan. '

Life Insurance Coverage. The PEIA’s contract with the carrier for the Basic and
Optional Life and Accidental Death provides that the carrier must offer a conversion
policy for insureds who are no longer eligible to participate through the PEIA. Prior to
termination, the carrier will notify the insured in writing that the policy is being canceled
because of loss of eligibility to participate under the PEIA Plan and the carrier will
provide information on how the insured may convert the insurance to an individual
policy. :
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PLAN ADMINISTRATION

Premium Accounts

Premium Accounts Section. The PEIA shall maintain a separate account for
~each participating employer and for each policyholder who pays premiums either
directly to the PEIA or through a retirement plan. Separate accounts shall also be
maintained for those policyholders participating in the Retiree Premium Assistance
Program. The Premium Accounts section of the Agency has the responsibility for billing
and collecting premiums and reports to the Chief Financial Officer.

Coverage Types. Coverage types are established by the Finance Board as part
of the PEIA’s annual financial plan. Coverage types are as follows:

~ Policyholder
- — Policyholder with child(ren)

- Family

— Family with E'mployee Spousé

— Retiree Only

— Retiree with Family Cdverage

— Life Insurance only

Premium Rates. Premium rates are established by the Finance Board as part
of the PEIA’s annual financial plan. After determining the cost of administering the Plan
and receiving from the Governor an estimate of the total revenues that the State will
make available to fund the PEIA, the Finance Board apportions that cost between
employers, providers, and policyholders.

In setting premium rates, the Finance Board may consider different levels of
costs. For active employees, the levels may be based on the policyholder's ability to
pay. For retired employees, the levels may be based on the retired employee’s length

of employment with a participating employer, ability to pay, or other relevant factors.

The Finance Board may allocate a portion of the premium costs to participating
employers to subsidize the cost of coverage to participating retired employees.
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The PEIA Finance Board sets rates p ayable by employers who have retirees,
dependents of retirees or surviving dependents participating in the Plan. The PEIA may
bill a non-participating employer a premium as established by the Finance Board to
subsidize the cost of its retired employees, dependents. of retired employees or
surviving dependents that participate in the State Retirement Plan.

For local government agencies and other employers who are not mandatory
participants in the Plan, the Finance B oard will e stablish a rate p er active e mployee
participating in the Plan based on the coverage type. The employer will determine what
portion of the premium will be paid by the employee. '

Members participating in the Plan through COBRA will pay 102% of the active

premium amount. Disabled COBRA Participants will pay 150% of the active premium
amount.

- Premium Payments. All premium payments shall be made payable to the
Public Employees Insurance Agency and shall be sent to the PEIA’s Premium Accounts
Section. The full premium payment for policyholders is due by the 25" day of the
month for which coverage is in effect (i.e. for coverage for February, payment must be
made by February 257).

For active employees of State Agencies, and State Colleges and Universities,
the State of West Virginia Auditor's Office shall collect the employer and employee
premium for health and life insurance through the EPIC system and will remit those -
funds to PEIA. For active employees of County Boards of Education, the e mployer
shall collect the employee share through payroll deduction and shall pay to the PEIA
the full premium amount monthly (employer and employee share).

For active employees of local government agencies and other employers that are
not mandatory participants in the Plan, the employer shall forward the full premium-
amount by check to the PEIA.

For active employees on personal leave, the premium will be billed each month
to the employer. Responsibility for payment of premium will be according to any policy
or agreement established by the employer with the employee. Failure to remit the
premium due each month to the PEIA will result in termination of the employee’s
insurance coverage.

For retirees participating in one of the Consolidated Public Retirement Board
~ systems, their share of the premium maybe d educted from their monthly retirement
check and forwarded by the appropriate retirement system to the Agency. If the
retiree’s pension is not sufficient to cover the cost of the monthly premium, a direct-pay
account will be established, and the retiree will be required to remit the balance of the
premium due on a monthly basis.
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Premiums for retirees using sick leave and/or years of service credit to extend
their employer-paid health coverage must be submitted by State Agencies and State
Colleges and Universities by intergovernmental transfer (IGT) by the respective agency.
This premium is not collected through the EPIC system. : :

Furthermore, the annual administrative fees must also be remitted through IGT
(i.e., fees are not collected and remitted through the EPIC system).

Retired Employees Who Retired Before July 1, 1997. Retired employees
who retired prior to July 1, 1997, pay premiums based on the plan they choose and
eligibility for Medicare. Some retired employees may use sick or annual leave to extend
employer-paid health coverage.

Retired Employees Who Retired on or After July 1, 1997. Employees who
~ retire on and after July 1, 1997, will pay premiums for the PEIA PPB Plan based on
- their eligibility for Medicare and credited years of service. T hese premiums maybe
adjusted annually for medical inflation. Managed care premiums will be based on
premiums established by the managed care organizations and approved by the State of
West Virginia Insurance Commissioner, less amounts contributed and approved by the
PEIA Finance Board. Employees with 25 or more years of service will be charged the
same premium as those who retired before July 1, 1997. Those with fewer than 25
years of service will pay higher premiums. Retired employees using accrued sick
and/or annual leave (or years of service) to extend employer-paid insurance will have
all, or a portion of this premium covered by the accrued leave. :

Extending Employer-Paid Insurance Upon Retirement. Employees may be
eligible to extend employer-paid insurance upon retirement by using accrued annual,
sick leave or years of service credit. To take advantage of this benefit, the employee
must move directly from active public employment into his/her respective retirement
system. If the employee chooses to defer retirement, sick and annual leave or years of
service credit cannot be deferred for use later. Elected public officials are not eligible
for this benefit. This benefit terminates when the policyholder dies; it cannot be used by
surviving dependents, who may continue coverage by paying the monthly premium.

Using Accrued Sick and Annual Leave to Extend Coverage. Employees of
State Agencies, County Boards of Education, or local agencies e nrolled in the PEIA
PPB Plan or any of the managed care plans, may be able to use any accrued, sick -
and/or annual leave to extend employer-paid insurance coverage upon retirement. This
extended coverage must be for full months. The amount of this benefit depends on the
policyholder's effective date of coverage.

Before July 1, 1988: If a policyholder has been continuously covered by PEIA
since before July 1, 1988, then the additional coverage is calculated as follows:
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2 days of accrued leave

100% of the premium for one month of single
coverage; . '

3 days of accrued leave 100% of the premium for one month of family
coverage. ‘ :
After July 1, 1988: If an employee enrolled in the PEIA after July 1, 1988, or if a

lapse in coverage occurred after July 1, 1988, then the additional coverage is calculated
as follows:

2 days of accrued leave = 50% of the premium for one month of single coverage
3 days of accrued leave = 50% of the premium for one month of family coverage.

If the policyholder dies, the accrued and annual leave benefit terminates, even if
the surviving dependent continues coverage.

The policyholder may also have the option to use accrued leave to increase
retirement benefits from the retirement system. The policyholder must choose between
additional retirement benefits and extended employer-paid insurance coverage.
Accrued leave may not be divided to increase the retirement benefit and to extend
employer-paid insurance coverage.

Extending Coverage for Higher Education Faculty. Full-time faculty members
employed on an annual contract basis for a period other than 12 months may extend
employer-paid insurance coverage based on years of teaching service. The benefit is
calculated as follows:

3 1/3 years of teaching service = 1 year of single coverage
5 years of teaching service = 1 year of family coverage

If a policyholder and spouse are both public employees eligible for extended employer-
paid i nsurance coverage, their accrued leave may be combined to extend employer-
paid family coverage. [f the policyholder and spouse retire concurrently, they may
combine their accrued leave to purchase months of extended employer-paid coverage.
If one spouse should die prior to the expiration of all months of extended employer-paid
coverage, PEIA will consider any months of extended employer-paid coverage already
used to have been those contributed by the deceased employee. Of the remaining
months of extended employer-paid coverage, any that are attributable to the surviving
employee may be used by the surviving employee. In no instance, however, shall any
employee be permitted to use months of extended employer-paid coverage earned by a
deceased employee.

Premium Assistance Program. Retired employees whose total annual income
is less than 200% of the current federal poverty level may receive assistance in paying
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a portion of their PEIA monthly health premium and drug copayments through a grant
provided by the PEIA. For copayments, see Appendix H. Applicants must be enrolled
in the PEIA PPB Plan. Managed care members are not eligible for this program.
Retired employees using accrued sick and/or annual leave to pay their premiums are
not eligible for the premium assistance portion of this program until their accrued leave
or years of service credit is exhausted. However, they are eligible for copayment
assistance. Applications are mailed to all retired employees each spring. ’

Life Insurance Premiums. Life insurance premiums for all employees are set
by PEIA's life insurance carrier. Basic life insurance premiums are included in the
health premiums of the PEIA PPB Plan and the managed care plans offered by PEIA.
Optional life insurance premiums are paid by the employee and are based on age and
amount of coverage. :

Managed Care Plans. Enrollees in the managed care plans offered by the PEIA
pay premiums determined by the managed care plans. Premiums are published in the
Shopper’s Guide prior to each Open Enroliment. The published premiums are set for a
Plan Year unless the West Virginia Insurance Commissioner requires a mid-year
change to ensure a plan’s solvency. For State Agencies, County Boards of Education
and Colleges and Universities, the employer will contribute the same amount toward an
employee's coverage as if the employee were enrolled in the PEIAPPB Plan. T he
employee will contribute an amount equal to the premium established by the managed
care organizations. and approved by the State of West Virginia Insurance
Commissioner, less the amount contributed and approved by the PEIA Finance Board.
Local government agencies will be billed the full premium by PEIA and will determine
their own levels of employer/employee premium sharing.

The managed care plans being offered by employers are part of the PEIA
benefits package and policyholders may enroll for any plan for which they meet the
eligibility guidelines. An employee’s plan choice is binding for one Plan Year unless the
employee moves outside the service area of thé chosen plan.

Failure to Pay Premiums. Failure of an employer or policyholder to pay the
monthly premium by the 25" of the month may result in cancellation of the
policyholder’s participation in the Plan retroactive to the last day of the month for which
the premium was received. -

Checks returned to PEIA by the bank for insufficient funds, closed account, etc.,
will be returned to the employer or policyholder, as appropriate, for replacement by
gither a postal money order or cashier's check. If a money order or cashier's check is
not remitted to PEIA within 30 days of payroll notification, insurance coverage provided
by the PEIA will be terminated for failure to pay premium retroactive to the last day of
the month for which a premium was received.

\
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Monthly Reports. By the 15™ day of each month, the PEIA s hall forward to
each employer a report showing all of their employees enrolled in the Plan, each
employee’s coverage type and the cost of coverage. This report shall reflect the
eligibility records of the PEIA as of the date of this report. '

The employer is responsible for verifying the accuracy of the monthly report and
reporting any discrepancies to the PEIA by the 25" day of each month.

If an employee should appear on the report for that month but does not, the
employee’s-name should be written on the monthly report along with the employee’s
effective date of coverage, Social Security number, coverage code, premium due (if
any), and any optional life and dependent life coverage.

The employer must mark through any name which should not appear on the
invoice, such as a terminated or ineligible employee. For a policyholder who is
~ changing coverage type, the employer need only change the coverage code(s) and
amount due. Forms reflecting these changes, if not already forwarded, are to be sent
immediately to the PEIA.

If a name has been stricken from the billing, the employer must indicate in the
"margin of the report whether the employee has been terminated or transferred to
another PEIA account. If terminated, the termination date is to be inserted by the
employer. If transferred to another PEIA account, the name of the new employer
should be inserted.

When all changes have been made, the current premium date should be
recalculated and the correct amount forwarded by the 25" of the month.

Administrative Expense and Enrollment Fee. The PEIA will determine
annually the amount necessary to pay the administrative costs of the Plan, and each
participating employer will pay to the PEIA the amount determined per year, per
employee. Employers will be billed annually, on July 1, for all employees, and will be
billed on an individual basis for new employees enrolled after July 1. Administrative
fees are not prorated for employees. Additionally, an enroliment fee is charged to non-
state agencies each time they join the Plan.

Refunds. The method of payment of refunds by the PEIA is dependent upon:
1) whether the refund is due to a policyholder or an employer; and 2) if due to a
policyholder, whether the policyholder is an active employee or retired.

Active Employee. [f an overpayment occurs on a monthly billing due to an
incorrect amount being deducted or paid, a refund is due to the employee. To correct
this overpayment, the employer shall make a refund directly to the employee, and take
a credit on the next month's PEIA billing to reflect the previous overpayment.

Retiree/Surviving Dependent/COBRA. If an overpayment occurs due to an
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incorrect premium being deducted or paid, or due to an erroneous coverage code, a
request for refund should be made to PEIA.

Employer. When there is an overpayment on the employer contribution, a credit
must be taken by the employer on the next monthly billing.
Administrative Expense Fee. Same procedure as for “Employer”.

Optional & Dependent Life Insurance. Same procedure as for “Active
Employee.”

Refund Timefranmies. If the error was on the part of the employer or policyholder,
a request for refund with an incurred date within the current fiscal year shall be
refunded during that current fiscal year from current fiscal year funds. A request for
refund with an incurred date in an immediately previous fiscal year and received up to
and including July 31 of the current fiscal year shall be made and considered as refund
out of the immediately past fiscal year funds. A request for refund due with an incurred
date in an immediate previous fiscal year or earlier and received after July 31% of the
current fiscal year shall be ineligible for a refund. -

Where a refund is requested due to the termination of an employee’s coverage
and the failure of the employer to timely submit the termination information to PEIA, the
PEIA is not obligated to refund more than two (2) months premium. If such employee
has incurred health care claims between the date intended for termination by the
employer and the date the employer notifies PEIA of the termination, no refund is due.

Where the error occurred on the part of the Public Employees Insurance Agency,
refunds shall be made without regard to time lapsed.

Medicare Refunds. If PEIA has paid as the primary insurer on claims that
Medicare should have paid as the primary insurer, then the TPA-C will take back the
claims paid and recover PEIA funds from the provider. As these overpayments are
identified, the Eligibility Unit at PEIA will be notified of the effective date of the Medicare
coverage. This information will be used to retroactively credit for up to 36 months the
policyholder for any premium difference that may be due as a result of the Medicare
status and to request claim adjustments.

Contracts

The operation of the PEIA requires the assistance of numerous vendors. Such
vendors include the third party administrators for medical claims, prescription drug
claims and utilization review, managed care organizations offering coverage to PEIA
members, the agency's actuaries, the cafeteria plan administrator, the life insurance
administrator, auditors and consultants.

Awarding Contracts. W.Va. Code § 5-16-3(c) and §5-16-8 (a) authorize the
Director to enter into contracts necessary to carry out the day-to-day operations of the
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Agency. Pursuant to W .Va. Code §5-16-9(c), such contracts are not subject to the
purchasing rules of the West Virginia Department of Administration.

Insurance Contracts. Before entering into any contract for insurance coverage,
including plan or plans for group hospital and surgical insurance coverage, group major
medical insurance coverage,-group prescription drug insurance coverage, and group
life and accidental death insurance coverage, the Director shall invite competitive bids
from all qualified and licensed insurance companies or carriers who may wish to offer
plans for.the insurance coverage desired. The Director shall award the bid on a
competitive basis taking into account, among other things, the vendors' experience and
facilities. The PEIA shall not pay a finder's fee or commission for such contracts, and
any such fee paid by a prospective vendor must be related to actual services rendered
or performed by the agent or agents.

TPAs. ~ Awards -of contracts for the PEIA's medical claims processing,
prescription drug processing and utilization management services and other
professional services shall be made by the Director in the same procedural manner as
awards for insurance contracts. N o

Professional and Consulting Services. Awards of professional and consulting
services contracts shall be made by the Director on a competitive basis or sole source
basis. The determination not to competitively bid these contracts may be made when
the contract is for less than $10,000, the selected vendor has specific knowledge or
experience that is not available from other prospective bidders, or, in the sole discretion
of the Director, he/she determines that putting the contract out for competitive bid would
not be in the best interest of the Agency. The Director shall state within the contract the
reason or reasons why the contract was awarded as a sole source contract.

Inter-Agency Agreements. From time-to-time, it is necessary for the PEIA to
enter into agreements with other State agencies to further the goals of the PEIA and/or
the State of West Virginia. Such agreements do not require a competitive bid and are
entered into at the sole discretion of the Director.

Renewing, Extending and Amending Contracts. Al contracts and
agreements entered into by the PEIA will contain provisions outlining conditions for
renewing, e xtending, amending a nd-terminating the contractor agreement. All such
renewals, extensions and amendments may be entered into by the PEIA at the sole
discretion of the Director, and must be reduced to writing. '

Payments

Payment of Claims Expenses. The adjudication of medical claims is made by
the PEIA's Third Party Administrator for Medical Claims (TPA-C) and the adjudication of
prescription drug claims is done by the PEIA’s Third Party Administrator for Prescription
Drugs (TPA-P). '
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The TPA-C will make claim checks payable directly to in-state providers and the
TPA-P will make claim checks payable directly to the participating Network Pharmacy.
For policyholders who paid for the services or prescriptions, and who are seeking
reimbursement, see Filing Claims Section 1V (medical) and Section V (prescription
drugs). The payment of Life and AD&D claims is addressed in Section VL.

Both the TPA-C and TPA-P will use the following procedures in the payment of
adjudicated claims: :

- TPAs shall prepare, as requested by PEIA, a funding request for the total
checks prepared for issuance by TPAs for the payment of claims, and shall
deliver such voucher to the PEIA within twenty-four (24) hours after the request.
Upon obtaining necessary approvals from the State Auditor and State Treasurer,
the PEIA shall wire transfer to the PEIA Dedicated Daily Cash Investment
Account's funds to pay all claims listed on the vouchers. Upon receipt of such
funds by the bank, TPAs shall promptly mail the checks funded or electronically
transfer the amount. : :

- TPAs shall include a statement on each check stating that such check shall be
void if not cashed within one hundred eighty (180) days after issuance. )

- Interest earned on the PEIA accounts shall belong to the PEIA. The PEIA shall
be responsible for all bank charges associated with the PEIA accounts.

- TPAs shall maintain reasonable flexibility in their claims adjudication and
payment process to enable the PEIA to make special requests for priority
actions. For example, TPAs shall accommodate requests from the PEIA to
process and pay or to hold all or a portion of outstanding claims for a particular
insured or provider, for certain types of providers (e.g., hospitals), or for providers
_by geographic location (e.g., in-state versus out-of-state).

- TPAs shall be responsible for the administration of the respective PEIA
Dedicated Daily Cash Investment Account and PEIA Dedicated Checking
Accounts, and for the full and complete recongciliation of all deposits made and
checks issued on the accounts, for as long as the accounts remain open, which
shall be for at least one hundred eighty (180) days after the date of issuance of
the last check. TPAs shall furnish the PEIA with monthly bank reconciliations for
the PEIA Dedicated Cash Investment Account and PEIA Dedicated Checking
Account within thirty (30) days after the end of each month.

Payment of Administrative Expenses.

Professional, Contractual and Operating Expenses. All professional, contractual
and operating expenses of the PEIA shall be submitted to the PEIA on a detailed
invoice. Invoices will be verified by the PEIA Fiscal Officer and approved by the Chief

Financial Officer. Approved invoices will be forwarded to the State Auditor for payment.
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Third Party Administration Expenses. Payment of the monthly administrative fee
to PEIA's Third Party Administrators will be in accordance with the terms of their
respective contracts. When payments are based, either in whole or in part, on
enroliment figures, the PEIA's Eligibility Section will confirm the enroliment figures.
Payments to TPAs shall be reviewed and approved by the Chief Financial Officer.

Payments to Managed Care Organizations. Payments to managed care
organizations providing medical coverage to PEIA members will be made in accordance
with their respective contracts. The PEIA Fiscal Officer, or other designee, will verify
the enroliment data for purposes of determining the correct monthly payment.

Audits

Hospital. Audits of hospital claims will be performed by the TPA-C. Audits will
be performed for all out-patient service claims that, in the aggregate, exceed $5,000
and, for selected DRGS for in-patient claims, and for other in-patient claims that are
- $25,000 or more. The TPA-C will review an insured’s medical file and compare the file
documents with the submitted claims. When discrepancies are discovered, the TPA-C
will take the necessary corrective action, to include requesting a refund from the facility
or deducting the over-payment from the provider's check. The TPA-C will prepare and
deliver a report to the Director each month on the activities of the hospital audit
program. . '

Insured. Audits of claims paid to the insured will be performed by the TPA-C for
charges paid of $2,500 or more. When discrepancies are discovered, the TPA-C will
take the necessary corrective action, to include requesting a refund from the insured, or
‘deducting the overpayment from any checks to the insured.

Pharmacy. Each year, the TPA-P will conduct an audit of at least 5% of
pharmacies participating with the PEIA. Pharmacies will be chosen at random for the
“audit. The audit will include a comparison of claims with the records of the pharmacy to
verify, among other. things, that the claims are consistent with the prescriptions and
authorized refills and that the PEIA is not being charged in excess of the pharmacy’s
ordinary and customary price for prescription drugs.

Employer. The PEIA’s Premium Accounts Section audits the monthly reports
and premium payments from participating agencies. Discrepancies in the monthly
reports or payments are reported to the participating agency, and any amounts owed to
the PEIA must be remitted with the next monthly billing.

TPAs. T he PEIA employs, or requires a TPA to employ through contractual
agreement, an independent accounting firm to audit the records of its third party
administrator for medical and prescription drug claims. The audit includes a SAS-70
Type Il and an operational audit of claims processing. These audits will be conducted
on a yearly basis and will include not less than six (6) months’ claims data.
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Agency. The PEIA will employ an independent accounting firm to perform an
audit of the PEIA's financial statements. The audit will be performed on a yearly basis
and in accordance with the requirements developed by the Financial, Accounting and
Reporting Section (FARS) of the West Virginia Department of Administration.

Legislative. Pursuant to W. Va. Code § 4-2-1, et seq., the Legislative Auditor is
- required periodically to conduct a post audit of the records of the PEIA. The PEIA's
Chief Financial Officer shall be responsible for coordinating and facilitating such audits
with the Legislative Auditor. :

Patient Audit Program. The patient audit program provides for payment to an
insured of up to fifty percent (50%) of any overpayments from the PEIA PPB Plan or
Prescription Drug Program which are actually recovered by PEIA through the program.
The program is intended to help detect and correct overcharges or overpayments
resulting from clerical error, miscalculation, fraud and charges for services not received.

Upon request, the PEIA will supply a patient audit report form outlining the steps
to follow when filing for this program. The insured must initiate the patient audit report
for any overpayments prior to the request or receipt of any recovered amounts by TPA-
C or TPA-P. If the TPA-C or TPA-P detects or corrects an error before the insured has
filed the patient audit report, the insured may not collect.

A billing error qualifies for the audit program if, after a thorough investigation, the
TPA-C or TPA-P receives a refund from the provider. The PEIA must have paid the
incorrect amount and then received a refund before payment is allowed under this
program. The insured will be paid 50% of the amount recovered as an overpayment.

Reported e rrors must be atieast $50 to qualify for this program a nd must be
submitted within 60 days of the date on the Explanation of Benefits statement. Awards
under this program have a maximum of $1,000 annually per policyholder.

MCO members are not eligible for the patient audit program.

Quarterly Reports.

Pursuant to W. Va. Code § 5-16-26, by the 13th day of January, April, July and
October of each year, the Director shall prepare a financial report for the approval of the
Finance Board. Once approved, the report will be presented to the Joint Committee on
Government and Finance. The report will include:

— A summary of the cost of the Plan of health care for claims incurred in the
previous calendar quarter; ‘
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— A summary of funds accrued to the Plan by legislative appropriation, employer
and employee premiums and otherwise in the preceding calendar quarter for payment
of health care claims;

— An explanation of cost containment measures, increased premium rates, any
other Plan changes adopted by the Director in the preceding calendar quarter;
estimated cost savings and enhanced revenues resulting therefrom, and a certification
that the Director made a good faith effort to develop and implement all reasonable
health care cost containment alternatives;

- Expected claims costs for the next calendar year,

_ Such other information as the Director deems appropriate; and

— Any other financial or other information as may be requested by the Committee.

Employer’'s Notification Responsibility.

All participating employers must give written notice to each member-within their
agency prior to institution of any changes in benefits to insureds. W.Va. Code § 5-16-8:
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1.1

1.2

1.3

1.4

[\
SECTION 125 PLAN

ARTICLE | - INTRODUCTION

Purpose of Plan. The purpose of this Plan is to permit Participants to choose
between cash and certain nontaxable health and welfare benefits provided by
the Employer. In accordance with this purpose, the Plan provides Premium

Conversion Benefits, which are non-taxable benefits provided automatically to

~ Participants through payroll deductions upon the satisfaction of eligibility

requirements (unless such benefits are declined for cash), and provides
Mountaineer Flexible Benefits, which are non-taxable benefits provided to
Participants only upon their election and agreement to payroll deductions.

Authorization. West Virginia Code Section 5-16-14 authorizes Director of the
State of West Virginia Public Employees Insurance Agency to develop and
implement deductible and employee premium programs which qualify for
favorable income tax treatment under Section 125 of the Internal Revenue Code
of 1986, as amended. :

Cafeteria Plan Status. The Plan is intended to qualify as a “cafeteria plan”
under Section 125 of the Code, and is to be interpreted in a manner consistent
with the requirements of Section 125. :

Effective Date. The Plan is amended and restated effective January 1, 1996.

ARTICLE Il — DEFINITIONS -

For all purposes herein, the following definitions and terms shall apply:

2.1

2.2

2.3

24

«“Administrator’ means PEIA and such other TPA as may be appointed from time
to time by PEIA to supervise the administration of the Plan.

“Basic and Optional Life Insurance Program” means the group term life
insurance plan offered. by PEIA through a contractual arrangement with an
insurance carrier of term life insurance under which benefits are excluded from
the Employee’s gross income pursuant to Section 79 of the Code.

“Benefit Election Form” meéns the form promulgated by the Administrator by
which an eligible Employee makes his benefit election(s) as described in Section
4.1 of the Plan and in accordance with Article IV.

“Code” means the Internal Revenue Code of 1986, as amended from time to
time. Reference to any Section or Subsection of the Code includes reference to
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2.5

26

2.7

2.8
2.9
2.10

2.1

212
213

2.14

215

2.16

217

any comparable or succeeding provision of any legislation, which amends,
supplements or replaces such Section or Subsection. '

“Compensation” means the total compensation for services paid or made
available by the Employer to an Employee including elective contributions or
deferrals which would be included in the Employee's compensation except for
the operation of Code Sections 125, 403(b), or 457. -

«“Contributions” means Employee contributions as described in Article IV used to
purchase Premium Conversion Benefits and Mountaineer Flexible Benefits.

“Dental Benefit Plan” means the dental care plan, or plans, offered by PEIA
under which benefits are excluded from the Employee’s gross income pursuant
to Section 105 of the Code.

Dependent” means any person, which falls within the definition of dependent
provided in Section 125 of the Code.

“Dependent Care Expense-s’.’ has the meaning specified in Article I of the
Dependent Care Reimbursement Plan.

“Dependent Care Reimbursement Plan” means the State of West Virginia-Publicﬁ
Employees Insurance Agency Dependent Care Reimbursement Plan.

“Director” means the Director of PEIA.

“Effective Date” means, with respect to this amendment and restatement,
January 1, 1996.

“Eligible Employee” means any Employee who is eligible to participate in the

- Medical Benefit Plan.

“Employee” means any common law employee of the Employer.

“Employer” means the State of West Virginia, its boards, agencies,
commissions, departments, institutions or spending units, or a county board of
education which elects to participate in the Plan.

“Health Care Expenses” has the meaning specified in Article |l of the Medical
Reimbursement Plan. :

“Highly Compensated Individual’ means a Participant which is (a) an officer, (b)
a shareholder owning more than 5 percent of the voting power or value of all
classes of stock of the Employer, (c) highly compensated, or (d) a spouse or
dependent (within the meaning of Section 152 of the Code) of an individual
described in (a), (b), (c) above.
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2.18

219

2.20

2:21

2.22

223

2.24

2.25

2.26

“Key Emplovee” means any person who is a key employee as defined in Section

.416(i)(1) of the Code.

“_ong-Term Disability Plan” means the long-term disability plan offered by PEIA
under which benefits are excluded from the Employee's gross income pursuant
to Section 106 of the Code.

“Medical Benefit Plan” means the Employer's respective medical insurance
plan(s) and any contract or contracts with health maintenance organizations or
group plans in effect from time to time which provide for health care benefits.

“Medical Reimbursement Plan” means the State of West Virginia Public
Employees Insurance Agency Medical Reimbursement Plan.

“Mountaineer Flexible Benefits” - means, collectively, the Vision Benefit Plan,
Dental Benefit Plan, Long-Term and Short-Term Disability Plan and the
Dependent Care Reimbursement and Medical Reimbursement Plan, and related
plans. :

“Open Enrollment” means the period of time prior to or during a Plan Year which
PEIA has designated and communicated to Eligible Employees as-the period
within which they may make elections to allocate Contributions under the Section
125 Plan. The Open Enroliment period may be changed from year to year by
PEIA. )

“Participant” means each Eligible Employee who elects to participate in the Plan
in accordance with Article lll.

“PEJA” means the State of West Virginia Public Employees Insurance Agency
and any successor thereto. ‘

“Period of Coverage” for the Premium Conversion Benefits means the period of
time during the Plan Year in which a Participant is eligible to participate in the
Plan under the terms of the Plan and pursuant to the laws of the State of West
Virginia. In no event shall the Period of Coverage commence prior to, nor
terminate after, the commencement and ending dates of the Plan Year.

For the Mountaineer Flexible Benefits, the Period of Coverage shall be the PEIA -
Plan year. The Period of Coverage, shall generally be twelve (12) months,
except for Plan Years during which an Employee is a Participant for less than the
entire Plan Year. A Period of Coverage shall not be for a duration which would
enable a Participant to defer the receipt of Compensation or to obtain coverage
under the Plan only for periods during which a Participant expects to incur Health
Care Expenses or Dependent Care Expenses or require medical insurance
coverage.
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227 “Plan” means the Sate of West Virginia Public Employee Insurance Agency
Section 125 Plan as set forth herein, together with any and all amendments and
supplements hereto.

228 “Plan Year" means the twelve-month benefit period.

2.29 “Premium Conversion Benefits* means the Medical Benefit Plan énd Basic and
Optional Life Insurance Program.

2.30 “Spouse” means an Employee’s legally married husband or wife.

231 “TPA” means the third party administrator retained by PEIA to administer the
Plan. _
232 “Vision Benefit Plan” means the vision plan offered by PEIA under which

benefits are excluded from the Employee’s gross income pursuant to Section
105 of the Code.

_.The masculine gender, whenever used herein, shall include the feminine, and
the Singular shall include the plural and vice versa, unless the context clearly indicates
otherwise. :

ARTICLE lil - PARTICIPATION

3.1 Commencement of Participation. All Eligible Employees may participate in and
enter the Plan. . : _

(@)  With respectto Premium Conversion Benefits, each Eligible Employee
shall automatically become a Participant in this Plan for a Period of
Coverage on the first day of the first month following enroliment in the -

~ Medical Benefits Plan, unless the employee properly files with the
Administrator a Benefit Election Form to decline participating in the Plan in
accordance with Section 4.5.

(b)  With respect to the Mountaineer Flexible Benefits, participation begins
when the Eligible Employee elects, pursuant to Section 4.5, to allocate the
Contributions available under this Plan to pay for such benefits during an
Open Enroliment period. An Eligible Employee is hired after Open
Enrollment is not eligible to participate in the Plan until the next Open
Enroliment. '

(c) The effect of participation, in this Plan is that the Participant's
Compensation will be reduced, pursuant to this Plan, by an amount equal
to the amounts required as employee contributions for the benefits
elected by the Participant.
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3.2

3.3

34

4.1

(d)  Except as provided in Sections 3.2 and 4.8, an election to participate in
the Plan with respect to a particular Plan Year shall remain in effect for the
remainder of that Plan Year. :

Cessation of Participation. Except as provided in Article VI, a Participant shall
cease to be Participant as of the earlier of (a) the date on which the Plan
terminates, (b) the date on which the employee ceases to be an Eligible
Employee, or (c) the date on which he/she has elected to cancel the applicable
benefit coverage(s) under Article IV. '

Reinstatement of Former Participant. A Former Participant who is rehired shall
become a Participant again in accordance with Section 3.1. However, in the
case of a Participant who separates from service with the Employer during a
Period of Coverage and elects to revoke existing benefit elections and
terminates the receipt of benefits for the remaining portion of the Period of
Coverage, upon return to service, such a Former Participant shall be prohibited
from making new benefit elections for the remaining portion of the Period of
Coverage.

Relation to Other Eligibility Requirements. - Each of the optional benefits
incorporated in this Plan, such as the Mountaineer Flexible Benefits and
Premium Conversion Benefits, may have its own eligibility requirements for
participation, which may differ from those set forth in this Plan. The eligibility
requirements set forth in this Plan relate only to participation in this Plan and
shall have no effect on such other eligibility requirements.

ARTICLE IV — BENEFIT OPTIONS .

Benefit Elections. A Participant may elect under this Plan to receive full
Compensation for any Period of Coverage in cash or have a portion of his/her. .
Compensation contributed to the Plan by the Employer toward the cost of one or
more of the following optional benefits: :

(1)  Benefits available to the Participant as Premium Conversion Benefits,
including, but not limited to, benefits available under the Medical Benefit
Plan and Basic and Optional Life Insurance Program;

(2) Benefits available to the Participant as Mountaineer Flexible Benefits,
including, but not limited to, the Vision Benefit Plan, Dental Benefit Plan -
and Long-Term Disability Plan, but excluding the Dependent Care
Reimbursement and the Medical Reimbursement Plans;

(3) Benefits available to the Participant under the Dependent Care
Reimbursement and the Medical Reimbursement Plans.
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4.2

43

4.4

Salary Reduction. By participating in the Plan, each Participant agrees to have
his/her annual Compensation reduced by the cost of the benefit(s) selected by
him or her under the Plan.

Description of Benefits Other Than Cash. While the election to receive one or
more of the optional benefits described in Section 4.1 may be made under this
Plan, the benefit will be provided not by this Plan but by the Employer’s
Dependent Care Reimbursement Plan, the Medical Reimbursement Plan, any
Premium Conversion Benefit plans, and Mountaineer Flexible Benefit plans. The
types and amounts of benefits available under each option, and the other terms
and conditions of coverage and benefits under such options shall be established
and set forth in each of the above plans described in Section 4.1 as provided in
their respective Plan Documents, and in the group insurance contracts and
prepaid health plan contracts that constitute (or are incorporated by reference)
those plans. The benefit descriptions in such plans and contracts, as in effect
from time to time, are hereby incorporated by reference into this Plan.

Election of Optional Benefits in Lieu of Cash. A Participant may elect under this
Plan to receive one or more of the optional benefits described in Section 4.1 in
accordance with the procedure described in Section 4.5. If a Participant elects
any such benefit described in Sections 4.1(1) or 4.1(2), the Participant's
Compensation will be reduced by the amount of the Participant’s share of the
cost of the selected benefit as determined by the Employer, and an amount
equal to the reduction will be contributed by the Employer under the respective
plans described in Sections 4.1(1) and 4.1(2) to cover the Participant's share of
the cost of such optional benefit. Such amount shall be adjusted automatically in
the event of a change in such cost. .The balance of the cost of such benefit, if
any, shall be paid by the Employer with non-elective Employer contributions. If a
Participant's net pay is not sufficient to fully fund the salary reduction for benefits
offered under Sections 4.1(1) and 4.1(2), the contribution can be made up in the
future when the Participant has earned salary sufficient to fund such benefit
election. '

If a Participant elects an optional benefit described in Section 4.1(3), the
Participant's case Compensation will be reduced, and an amount equal to the
reduction will be credited by the Employer to a reimbursement account in
accordance with the Dependent Care Reimbursement Plan and/or the Medical
Reimbursement Plan, as the case may be. If a Participant's net pay is not
sufficient to fund the salary reduction for benefits offered under Section 4.1(3) for

. any payroll period, the Participant’s ability to contribute for such payroll period

shall be determined in accordance with the Dependent Care Reimbursement
Plan and/or Medical Reimbursement Plan, as the case may be.

45 Election Procedure. With respect to the cash benefit described in

Section 4.1, the Participant must file a Benefit Election Form with the

Administrator to receive this taxable cash benefit, and thereby refuse to receive
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4.7

the qualified tax free benefits known as the Premium Conversion Benefits.

Each Participant who desires optional benefit coverage(s) under Sections 4.1(2)
or (3), shall so specify on the appropriate Benefit Election Form, as provided by
the Employer, and shall agree to a corresponding reduction in Compensation.
The amount of the reduction in the Participant’s Compensation for the Period of
Coverage for each optional benefit described in Sections 4.1(2) and (3), shall be
the amount elected by the Participant, subject to the limitations set forth in the
separate Plan Documents governing such benefits.

Each Benefit Election Form described in this Section 4.5 must be completed and
returned to the Administrator on or before such date as the Administrator shall

specify, which date shall be no later than the beginning of the Period of
Coverage.

New Participants. An Employee who is hired after the Effective Date and who
becomes a Participant in accordance with Section 3.1 or 3.3 hereof shall be

_provided a Benefit Election Form, as soon as practicable after his date of hire.

- An Employee may elect or decline participation in the optional benefit

coverage(s) in accordance with Section 4.5 hereof. If a Benefit Election Form
must be completed and returned to the Administrator, such form must be
returned on or before such date as the Administrator shall specify, which date
shall be no later than the beginning of the first pay period for which the
Pwarticipant's compensation reduction agreements will apply.

Failure to Elect. Except as otherwise provided under Section 4.5, a Participant
who has elected to be a Participant in the Premium Conversion Benefit
described in Section 4.1(1) shall automatically and simultaneously become a
Participant in this Plan for such Period of Coverage, without having to complete
and return a Benefit Election Form. The Participant shall also be deemed to
have agreed to a reduction in Compensation for such Period of Coverage equal
to the Participant’s share of the cost from time to time during such Period of
Coverage of each such optional benefit the Participant is deemed to have
elected for such Period of Coverage. If a Participant fails to return a completed
Benefit Election Form to the Administrator on or before the specified due date for
any subsequent Period of Coverage, the Participant shall be deemed to have
elected to continue the same Premium Conversion Benefit elections as in the
prior Period of Coverage.

" With regard to the Mountaineer Flexible Benefits, the Dependent Care

Reimbursement benefits and the Medical Reimbursement benefits described in
Sections 4.1(2) or (3) respectively, a Participant failing to return a completed
Benefit Election Form to the Administrator on or before the specified due date for
any Period of Coverage shall be deemed to have elected cash compensation in
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lieu of such optional benefits, regardless of the election in effect during any
preceding Period of Coverage.

Changes by Administrator. If the Administrator determines, before or during

any Plan Year, that the Plan may fail to satisfy for such Plan Year the non-
discrimination requirement imposed by the Code or any limitation on benefits
provided to Key Employees, Highly Compensated Individuals, principal
shareholders, or owners with or without the consent of such individuals, it may
be necessary for the Administrator to change the Plan.

Irrevocability of Election by the Participant During the Period of Coverage.
Elections made under the Plan (or deemed to be made) with respect to the
Optional Benefits described in Section 4.1 shall be irrevocable by the Participant
during the Period of Coverage, subject to a change in family status. A
Participant may revoke a benefit election for the balance of a Period of Coverage
and file a new election only if both the revocation and the new election are on
account of and consistent with a change in family status as defined below.

A change in family status for this purpose includes marriage or divorce of the
Employee, death of the Employee’s Spouse or dependent, birth or adoption of a
child of the Employee, termination or commencement of employment of a
Spouse, the switching from part-time to full-time employment status or from full-

_time to part-time status by the Employee or the Employee's Spouse and the

taking of an unpaid leave of absence by the Employee or the Employee’s
Spouse and such other events that the Administrator determines will permit a
change or revocation of an election during a Period of Coverage under
regulations and rulings of the internal Revenue Service. A Participant may also
revoke a benefit election and in lieu thereof receive, on a prospective basis,

~ coverage under another benefit plan with similar coverage if coverage is

significantly curtailed or ceases during a Period of Coverage or if the premium
amount of a benefit plan significantly increases. Election changes are also
permitted where there has been a significant change in health coverage of the
Employee or Spouse attributable to the Spouse's employment. Any new election
under this Section 4.9 must be filed by the participant with the Administrator
within 62 days of the qualifying event, and shall be effective at such time as the
Administrator shall prescribe, but not earlier than the first pay period beginning
after an election form is completed and returned to the Administrator.

Automatic Termination of Election. Elections made under this Plan (or deemed
to be made) shall automatically terminate on the date on which the Participant
ceases to be a Participant in the Plan, although coverage or benefits under the
respective plans described in Section 4.1 may continue if and to the extent
provided by such plans. '

Maximum Employer Contributions. The maximum amount of Employer

" contributions under the Plan for any Participant shall be the sum of (a) the
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maximum amounts which the Participant may receive in the form of dependent
care reimbursement under the Dependent Care Reimbursement Plan and as
health care reimbursements under the Medical Reimbursement Plan, as set forth
in such plans, and (b) the costs from time to time of the most expensive
Premium Conversion Benefits and Mountaineer Flexible Benefits available to the
Participant (including the portion of such costs payable with non-elective
Employer Contributions). ‘

Effective Periods for Elections. Only Compensation earned after an Employee

elects participation in the Plan maybe used to purchase optional benefits
described in Section 4.1 fora Participant. Participants may not carry over any
overused contributions or benefits from one Period of Coverage to a subsequent
Period of Coverage.

Nondiscrimination. Notwithstanding any provisions of insurance coverage
provided for under this Plan and any other provisions of this Plan, this Plan shall
not discriminate as to eligibility to participate, contributions or benefits in favor of
Highly Compensated Individuals or Key Employees.

ARTICLE V — ADMINISTRATION OF PLAN

Plan Administrator. The Administrator shall have the sole responsibility for the
administration of this Plan which responsibility is specifically described in this
Plan. The Administrator shall have the authority to appoint such other person or
committee from time to time to supervise the administration of the Plan. The-
designated representatives of the Administrator shall have only those specific
powers, duties, responsibilities and obligations as are specifically given them

“under this Plan.

~ The Employer shall have the sole responsibility for making the contributions

provided for under Article IV hereof. PEIA shall have the sole authority to amend
or terminate, in whole or in part, this Plan at any time with the approval of PEIA's
Director.

The Administrator warrants that any directions given, information furnished, or
action taken by it shall be in accordance with the provisions of the Plan
authorizing or providing for such direction, information or action. Furthermore,
the Administrator may rely upon any such direction, information or action of
another Employee of the Employer as being proper under this Plan, and is not
required under this Plan to inquire into the propriety of any such direction, -
information or action. Itis intended under this Plan that the Administrator shall
be responsible for the proper exercise of its own powers, duties, responsibilities
and obligations under this Plan and shall not be responsible for any act or failure
to act of another Employee of the Employer. Neither the Administrator nor the
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Employer makes any guarantee to any Participant in any manner for any loss or
other event because of the Participant's participation in this Plan.

All usual and reasonable expenses of the Administrator that are not properly
chargeable to or payable by the Plan (including payment out of forfeitures
pursuant to Section 5.4) shall be paid by the Employer, and any expenses not
paid by the Employer shall not be the responsibility of the Administrator
personally. The Administrator or any other designated representative of the
Employer who is an Employee of the Employer shall not receive any
compensation with respect to services hereunder except as such person may be
entitied to benefits under this Plan. .

Records and Reports. The Administrator shall exercise such authority and
responsibility as it deems appropriate in order to comply with the terms of the
Plan relating to the records of the Participant and the balances, if any, which are
maintained under this Plan. The Administrator shall be responsible for
complying with all reporting, filing and disclosure requirements established by the
Internal Revenue Service for Code Section 125 plans.

Other Powers and Duties of the Administrator. The Administrator shall have
such duties and powers as may be necessary to discharge its duties hereunder,
including, but not limited to, the following:

(@)  To prescribe such procedures as the Administrator deems necessary or
proper to be followed by Participants in the filing of applications for
benefits; _

(b)  To construe and interpret the Plan, its construction and interpretation
thereof in good faith to be final and conclusive on all persons claiming
benefits under the Plan; .

(c) Todecide all questions concerning the Plan and the eligibility of any
person to participate in the Plan; '

(d)  To prepare and distribute, in such manner as the Administrator
determines to be appropriate, information explaining the Plan;

(e)  To receive from the Employer and from Participants such information as
shall be necessary for the proper administration of the Plan; ‘

() To furnish the Employer, upon request, such annual reports with respect
to the administration of the Plan as are reasonable and appropriate;

(g) To receive, review and keep on file (as it deems convenient and proper)
reports of benefit payments by the Employer and reports of
disbursements for expenses directed by the Administrator;
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(h) - To appoint such agents, counsel, accountants, consultants and other
persons as may be required to assist in administering the Plan; and,

(i) To allocate and delegate its responsibilities under the Plan and to-
designate other persons to carry our any of it responsibilities under the
Plan, any such allocations, delegation, or designation to be in writing.

The TPA shall have no power to. add to, subtract from, or modify any of the terms
of Plan, or to change or add to any benefits provided by the Plan, or to waive or
fail to apply any requirements of eligibility for a benefit under the Plan.

Notwithstanding anything herein to the contrary, any claim which arises under
the plans described in Section 4.1 shall not be subject to review under this Plan,
and the Administrator’s authority under this Section 5.4 shall not extend to any
matter the determination of which an Administrator under the respective plan is
empowered to make. - : '

Examination of Records. The Administrator shall make available to each
Participant for examination (at reasonable times during normal business hours)
such of the records under the Plan as pertain to such Participant. The
Administrator shall be responsible for complying with all notice, reporting, filing
and disclosure requirements established by the Internal Revenue Service for
Code Section 125 Plans. .

Reliance on Tables, etc. In administering the Plan, the Administrator shall be
entitled to the extent permitted by law to rely conclusively on all tables,
valuations, certificates, opinions and reports which are furnished by, orin
accordance with the instructions of the administrators of the plans described in
Section 4.1 or by accountants, counse! (legal or otherwise), or other experts
employed or engaged by the Administrator. .

Rules and Decisions. The Administrator may adopt such rules as it deems
necessary, desirable or appropriate. All rules and decisions of the Administrator,
whether discretionary or otherwise, shall be exercised in a uniform and
consistent manner so that all persons similarly situated will receive substantially
the same treatment. When making a determination or calculation, the
Administrator shall be entitied to rely upon information by a Participant, the
Employer, or the legal counsel of the Employer.

Procedures. The Administrator may act at a meeting orin writing without a
meeting. The Administrator may adopt such bylaws and regulations as it deems
necessary for the conduct of its affairs. :

Authdrization of Benefit Payments. The Administrator shall issue directions to
the Employer concerning all benefits which are to be paid from the Employer’s
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general assets pursuant to the provisions of the Plan, and warrants that all such
directions are in accordance with the Plan. '

Application and Forms for Benefits. The Administrator may require a Participant
to complete and file with the Administrator an application for a benefit and all
other forms approved by the Administrator, and to furnish all pertinent '
information requested by the Administrator. The Administrator may rely upon all
such information so furnished it, including the Participant's current mailing
address.

Facility of Payment. Whenever, in the Administrator’s opinion, a person entitled
to receive any payment of a benefit or installment thereof hereunder is under a
legal disability or is incapacitated in any way so as$ to be unable to manage the
person’s financial affairs, the Administrator may direct the Employer to make
payments to such person or to the person's legal representative orto a relative
of such person for such person’s benefit, or the Administrator may direct the
Employerto apply the payment for the benefit of such person in such manner as
the Administrator considers advisable. Any payment of a benefit or installment
thereof in accordance with the provisions of this Section 5.11 shall be a complete
discharge of any liability for the making of suc¢h payment under the provisions of
the Plan.

indemnification of Administrator. The Employer agrees to indemnify and to
defend to the fullest extent permitted by law, any individual serving as the
Administrator or as a member. of a committee designated as Administrator
(including any Employee or former Employee who formerly served as
Administrator or as a member of such committee) against.any and all liabilities,
damages, costs and expenses (including reasonable attorney’s fees and
amounts paid in settlement of any claims approved by the Employer) occasioned
by any act or failure to act in connection with the Plan, if such act or failure to act
is made in good faith pursuant to the provisions of the Plan.

Claims Procedure.

(@ A ¢laim for benefits under the Plan shall first be filed with the TPA. Notice
of the decision shall be fumished to the claimant by the TPA within a
reasonable period of time after receipt of the claim by the TPA. IF a
Participant does not receive notice of denial of a claim for benefits under
the Plan within 90 days of the filing of such claim, then the claim shall be
‘deemed denied. :

(b) A claimant may review all pertinent documents and may request a review
by the TPA of any claim. Any such request must be filed in writing with
the TPA within 90 days after the earlier of (i) receipt by the claimant of -
written notice of the decision on the claim or (ii) 90 days after the initial
filing of such claim. Such written request for review shall contain all
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additional information which the claimant wishes the TPA to consider.
Notice of the decision on review shall be furnished in writing to the
claimant within 90 days (unless special circumstances require an
extension of up to 90 additional days) following the receipt of the request
for review. The TPA's written decision shall include specific reasons for
the decision and shall refer to the pertinent provisions of the Plan or of the
Plan Documients on which the decision is based.

(c)  If such claim is denied by the TPA, a claimant may appeal in writing to
PEIA. Such appeal must be filed with PEIA within 30 days of receipt of
the TPA's decision denying such claim. All information relating to the
denial, including a copy of the denial letter from the TPA, must be
supplied to PEIA by the claimant. PEIA shall, after reviewing the facts,

make a final determination and notify the claimant of its decision. Such
decision shall be final and binding.

Claims and Review Procedure for Insured Benefits. To the extent that benefits
hereunder are provided by an insurance company, the provisions of Section 5.12
shall not apply to claims for such benefits, and claims shall be filed with and
subject to review by such insurance company. '

ARTICLE VI - AMENDMENT AND TERMINATION OF PLAN

Amendment and Termination. PEIA hopes and expects to continue this Plan
indefinitely and every effort has been made to arrange its provisions so that it will
meet future conditions insofar as they can be foreseen. However, in order to
protect against unforeseen circumstances, PEIA reserves the right to make any
amendment it deems necessary or desirable, or to terminate this Plan at any
time by an instrument in writing executed by the Director of PEIA.

However, no such amendment or termination of the Plan shall adversely affect
the rights of any Participant hereunder (a) with respect to any balance remaining
in his Dependent Care Reimbursement Plan or Medical Reimbursement Plan at
the time of such amendment or termination; or (b) with respect to any claims

~ . incurred prior to such amendment or termination for the optional benefits

described in Section 4.1 hereof.
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ARTICLE VIl - MISCELLANEOUS PROVISIONS

Information to be Furnished. Participants shall prov'ide the Employer and
Administrator with such information and evidence, and shall sign such

documents, as may reasonably be requested from time to time for the purpose of
administration of the Plan.

Limitation of Rights. Neither the establishment of the Plan nor any amendment
thereof, nor the payment of any benefits, will be construed as giving to any
Participant or other person any legal or equitable right against the Employer or
Administrator, except as provided herein. No Employer or Employee upon
termination of employment or otherwise shall have additional rights or benefits
under the Plan, except as provided from time to time under this Plan, and then
only the extent of benefits payable under the Plan to such Employee or
beneficiary. All payments of benefits as provided for in this Plan shall be made

solely out of the assets of the Employer and the Administrator shall not be liable
therefor in any manner.

Governing Law. This Plan shall be construed, administered and enforced
according to the laws of the State of West Virginia.

Selection of Beneficiaries. In the case of any insurance policy which permits or
requires the naming of a beneficiary, it shall be the responsibility of the

Employee to see to it that this is done. The Employer shall not be liable for any
loss or cost which may result from such failure. The Employer's responsibility .
shall be limited to joining in the execution of any documents as requested by an
Employee or insurance carrier in order to carry out the purpose of this Plan.

Non-alienation of Benefits. Benefits payable under this Plan shall not be subject
in any manner to anticipation, alienation, sale, transfer, assignment, pledge,
encumbrance, charge garnishment, execution, or levy of any kind, either
voluntary or involuntary, including any such liability which is for alimony or other
payments for the support of a Spouse or former Spouse, or for any other relative
of the Employee, prior to actually being received by the person entitled to the
benefit under the terms of the Plan; and any attempt to anticipate, alienate, sell,
transfer, assign, pledge, encumber, charge, or otherwise dispose of any right to

‘benefits payable hereunder, shall be void. The Employer shall not in any

manner be liable for, or subject to, the debts, contracts, liabilities, engagements,
or torts of any person entitled to benefits hereunder.

Divestment of Benefits. Subject only to the specific provisions of this Plan,
nothing shall be deemed to divest a Participant of a right to the benefit to which
the Participant becomes entitled in accordance with the provisions of this Plan.

Discontinuance of Contributions. In the event of a permanent discontinuance of
contributions to the Plan, all Participants shall receive any and all benefits to
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which they were entitled as of the date the discontinuancé of contributions
occurred. '

Non-quarantee of Employment. Neither the establishment or continuance of the
Plan, nor any modification thereof, nor the establishment or continuance of any
Medical Benefit Plan or any trust, nor the payment of any benefits, shall give any
participating Employee, or other person whomsoever the right to be retained in
the service of any Employer or PEIA, and all Participants and other Employees
shall remain subject to discharge to the same extent as if the Plan had never
been adopted.

Binding Effect. Subject to the other provisions of this Article VI, this Plan shall
be binding upon PEIA and each Employer, their successors and assigns, and
upon anyone participating in, or claiming benefits under, the Plan, including each
Participant and each of the beneficiaries, heirs, executors, administrators,
personal representatives, successors and assigns.

Severability. If any provision of this Plan shall be held by a court of competent
jurisdiction to be invalid or unenforceable, the remaining provisions hereof shall
continue to be fully effective, unless such action would then render the Plan
inoperable relative to its original intent. :

Construction of the Plan. The Director may construe any ambiguous provisions
of the Plan, correct any defect, supply any omission, or reconcile any
inconsistency, in such manner and to such extent as the Director in his discretion
may determine; any such action of the Director shall be binding and conclusive
upon all Participants.

Benefits Solely From Assets. The benefits provided hereunder will be paid
solely from the assets of the Employer. The benefits provided by the Plan are
given in exchange for the Participant's salary reduction agreement. Nothing
herein will be construed to require the Employer or the Administrator to maintain
any fund or segregate any amount for the benefit of any Participant, and no
Participant or other person shall have any claim against, right to, or security or
other interest in, any fund, account or asset for the Employer from which any
payment under the Plan may be made.

ARTICLE VIil - CONTINUATION COVERAGE

Right to Elect Continuation Coverage. To the extent required by COBRA, a
Participant, the Participant's Spouse, ex-spouse, and the Participant’'s
dependent child can elect continuation coverage of such optional benefits
available under the Employer's Medical Benefit Plan and Medical
Reimbursement Plan, Dental Benefit Plan, and vision.
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MEDICAL BENEFITS PLAN

Introduction

The Medical Benefits Plan described in this s ection refers to medical b enefits
offered as part of the PEIA Preferred Provider Benefit (PPB) Plan. The PEIA PPB Plan
replaced the PEIA Indemnity Plan effective July 1, 1999. For a discussion of medical
benefits provided through one of PEIA's managed care offerings, refer to Section VI of
this Plan. For a discussion of prescription drug benefits offered as part of the PEIA PPB
Plan, please refer to Section VI of this Plan. '

The Medical Benefits Plan pays for a wide range of health care services for PEIA
* insureds. These benefits include hospital services, medical services, surgery, durable
medical equipment and supplies. To be covered, the service must be medically
necessary or be a specified preventive care or wellness service.

Deductibles, Coinsurance, Copayments and Plan Maximums

The PEIA PPB Plan is designed to provide as much care as possible within the
State of West Virginia. The PEIA Preferred Provider Organization (PPO) is made up of
West Virginia providers who accept PEIA's reimbursements and providers in the
Acordia/PEIA Network to provide services to PEIA for out-of-state care. For a detailed
description of the network, see PEIA PPO in this Section. The deductibles and
coinsurance amounts paid by insureds vary based on where care is received and the
provider's participation in the PEIA PPO. ' : ’

Under the cost-sharing benefit design of the PEIA PPB Plan, some services are
paid at 100% with no copayment or deductible; some are subject to a copayment only;
some are subject to the coinsurance and deductible, and some are subject to the
copayment, coinsurance, and deductible. The following section describes the
applicable cost-share involved with each type of service.

‘Deductibles. A deductible is the amount that an insured must pay toward
approved medical expenses before the Medical Benefits Plan begins to pay. Services
applied to the deductible must have been received in the same Plan Year in order for it
to count toward the deductible for that Plan Year (i.e., expenses incurred in-.one Plan
Year cannot be used to meet a deductible for a subsequent Plan Year).

Deductibles for the Medical Benefits Plan are based on the employee’s annual
salary, tier of coverage (Employee Only, Employee and Child(ren), Family, or Family
with Employee Spouse), employment status, and whether you get your services within
the PEIA network or outside the network. Medical expenses for an individual may apply
to both the individual's deductible and the family deductible; however, an individual may
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not otherwise use the medical expenses of another individual to meet the individual
deductible. Once the family deductible has been met, then the deductible requirement
will be satisfied for the Plan Year for each and every member of the family.

There is also a separate deductible for services received o utside of the PEIA
PPO. The out-of-network deductible is twice the amount of the in-network deductible.
Any medical charges applied toward the out-of-network deductible for services received
outside of the PEIA PPO can also be applied to the in-network deductible. However,
the in-network deductible cannot be applied to the out-of-network deductible; it must be
satisfied separately. '

Deductibles for Family with Employee Spouse coverage- are based on the
average of the two employee’s salaries. Add the annual salaries together and divide by
two to get the basis of the premium. This provision does not apply to local government
agency employees or retired employees. The deductible for local government agencies
and retired employees is the same as that of the active employee. salary tier for
employees with a salary range of $18,001 to $30,000.

A current listing of deductibles for the Medical Benefits Plan is contained in
Appendix C. ‘Deductibles for the Prescription Drug Plan are addressed in Section VI
and are separate from the Medical Plan. - )

Coinsurance. Once the annual deductible has been met (and copayment, when
applicable), the Medical Benefits Plan will pay a percentage of the allowed amount for
the covered service. The allowed amount is the maximum level of payment that the
PEIA has authorized for a covered service. The coinsurance amount (20% or 40%) is
determined according to where the insured lives, where the services are received and
whether the provider participates in the PEIA Network. For services provided within the
State of West Virginia or in a bordering county of a surrounding state using PPO
providers, the Plan pays 80% of the allowed -expense and the insured pays the
remaining 20%. These amounts increase to 40% when an insured who lives in West
Virginia or a bordering county accesses care from non-PPO providers outside of the
State and beyond the bordering counties or from non-PPO providers in bordering
counties. Coinsurance levels due from insureds can be reduced by obtaining prior
approval whenever they receive services either outside of the State or from non-PPO
providers. For a detailed explanation of this process, see Prior Approval in this
Section. ‘
A current schedule of coinsurance for services covered under the Medical
Benefits Plan is contained in Appendix C. For information concerning the PEIA PPO
Network, see PEAI PPO in this Section.

Copayments. A copai/ment is a flat dollar amount for which the insured is
responsible upon receipt of medical services. Certain services are subject to a
copayment under the Medical Benefits Plan, including all physician's office visits,

except well child care visits. When seeking preventive care at a physician’s office, the
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visit will be subject to a $10 copayment. Office visits to treat an iliness or injury or for
specialty care are subject to a $15 copayment. Insureds do not have to meet the
annual deductible in order for the office visit copayments to apply. However, these
copayment amounts do not count toward the out-of-pocket maximum.

Certain other services covered under the Medical Benefits Plan are subject to a
copayment in addition to the standard coinsurance level after the annual deductible has
been met. The coinsurance amounts paid for these services do count toward the out-
of-pocket maximum.

A current schedule of copayments for services covered under the Medical
Benefits Plan is contained in Appendix C. :

Out-of-Pocket Maximums. An out-of-pocket maximum is the most money, in
coinsurance, (excluding copayments), that an insured has to pay for covered services in
one Plan Year. After the out-of-pocket maximum has been met by an insured, the
Medica! Benefits Plan will pay the 20% coinsurance amount in addition to the 80%
already paid by the Plan for the remainder of the Plan Year. Amounts paid toward
annual deductibles, for copayments, for precertification penalties, for prescription drugs
and for services not covered under the Plan do not apply to the out-of-pocket
maximum. The out-of-pocket maximum includes only medical coinsurance.

The out-of-pocket maximum is based on employment status, annual salary,
where services are received, and whether the provider participates in the PEIA PPO.
The out-of-pocket maximum is the same for single and family plans; it is a per-contract
amount that does not change regardless of the number of dependents covered under
the contract.

There are separate out-of-pocket maximums for in-network and out-of-network
expenses. For insureds living within the State of West Virginia or a bordering county,
any medical charges, which resuit from care received from a West Virginia provider or
from an Acordia/PEIA Network Provider with prior approval will be applied to the in-
network out-of-pocket maximum. Insureds living beyond the bordering counties of the
state may apply any medical charges incurred from care received through a
participating network provider to the in-network out-of-pocket maximum. All other
charges for covered services are applied to the out-of-network out-of-pocket maximum,
unless previously approved by the TPA-C. '

Medical charges applied to the' in-network out-of-pocket maximum cannot be
used to satisfy the out-of-network out-of-pocket maximum. However, expenses for out-
of-network services can be applied to the in-network out-of-pocket maximum. A current
list of out-of-pocket maximums is contained in Appendix D.

Benefit Maximums.

Annual Maximums. For certain types of covered services, the Medical Benefits
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Plan will pay up to a set amount per Plan Year. Those services and the specific
amounts are contained in Appendix D.

The PEIA may authorize payments, if indicated in Appendix D, in excess of the
annual maximum when the service is medically necessary as recommended by its Third
Party Administrator for Utilization Management (TPA-UM). In order for the service to be
covered, approval for exceeding the annual maximums must be received from the TPA-
UM prior to obtaining the service. Approval can be obtained in the same manner as a
precertification request as described in this Section.

Lifetime Maximums. The Medical Benefits Plan will pay a maximum of
$1,000,000 in benefits per insured. The Director of the PEIA, has sole discretion, to
authorize payment in excess of the lifetime maximum. The insured must request an
exemption from the lifetime maximum, in writing, prior to exceeding the lifetime
maximum level. Requests should be sent to the Director. '

Providers

Eligibility. In order to be eligible for payment as a covered service under the
Medical Benefits Plan, the service must be rendered by a health care professional who
is licensed and qualified under the laws of the jurisdiction in which the care.is received
and who is providing treatment within the scope of his/her professional license. If the
service is provided by a medical facility such as a hospital or treatment center, the
facility must be Medicare or JACHO approved.

Reimbursement Rates. Reimbursement rates for all providers are established
by the PEIA and are not subject to review by the West Virginia Health Care Authority.
These rates represent the maximum amount the PEIA will pay for a covered service.
PEIA will notify providers of changes to the reimbursement rates within thirty days,
when possible.

West Virginia P hysicians and Other Health Care Professionals. West Virginia
physicians and other health care professionals are paid according the Resource-Based
Relative Value Scale (RBRVS) and policy provisions. Services included under RBRVS
are processed to allow charges up to the RBRVS fee allowance. Services billed that
are not covered by RBRVS will be subject to a set discount, maximum allowance or
discount from charges.

- West Virginia_Facilities. Most West Virginia hospitals are paid for inpatient
admissions in accordance with the Prospective Payment System (PPS) methodology.
Outpatient RBRVS services performed at a facility are paid according to the RBRVS
payment schedule. Facility admissions and services that are not covered under the
PPS or RBRVS methodology will be paid on a discount-from-charges basis.
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Out-of-State Physicians and Other Health Care Professionals. Physicians and
other health care professionals participating in the Acordia/PEIA Network are paid
according to their contractual agreements. Non-participating physicians and providers
may be paid a negotiated rate, paid in full or paid a discounted rate based upon
reasonable and customary charges. In some circumstances, the insured may be paid
directly when the provider is a nonparticipating provider.

Out-of-State Facilities. Facilities participating in the Acordia/PEIA Network are
paid according to their contractual agreements. For non-participating facilities, inpatient
and outpatient non-RBRVS services may be paid on a negotiated rate, paid in full or
paid a discounted rate based on reasonable and customary charges. In some
circumstances, the insured may be paid directly when the provider is a nonparticipating
- provider.

Durable Medical Equipment (DME) and Supplies from West Virginia_Providers.

DME and supplies are paid in accordance with the DME fee schedule as determined by
PEIA.

Home Health Care from West Virginia- Providers. Home Health Care is paid in
accordance with the Home Health Care Fee Schedule as determined by PEIA.

Other Sérvices.- All other covered services not subject to RBRVS, PPS or an
established fee schedule are paid on a discount-from-charge or discount-from-payment
basis.

PEIA PPO. The PEIA Preferred Provider Organization (PPO) is made up of all
West Virginia providers who accept PEIA's insureds as patients. This includes
providers located within the State of West Virginia, as well as in the bordering counties
of the surrounding states, who participate in the Acordia/PEIA Provider Network. Care
for covered services received from a provider in the PEIA PPO by a PEIA .insured will
be covered at the highest level of benefit and the services received do not require prior
approval.

Residents of West Virginia_and Bordering Counties. In order to ensure that the
highest level of benefit is paid for out-of-state care (beyond the bordering counties to
West Virginia), a PEIA insured who lives within the State of West Virginia or in one of
the bordering counties must obtain prior approval for all services received, except in
the case of an emergency. West Virginia residents and insureds living in bordering
counties will be subject to a higher coinsurance when they receive out-of-state care '
(beyond the bordering county) that has not been previously approved, even if the
provider is a member of the Acordia/PEIA Network. For a detailed explanation of this
requirement, see Prior Approval in this Section. :

Qut-of-State Residents. PEIA insureds who live beyond the bordering counties
of West Virginia may seek care from a Acordia/PEIA Network participating provider at
any time without prior approval for covered services. Services that have not been
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previously approved will be covered at the highest level of benefit for out-of-state
residents only.

Emergency Out-of-State Care. [f any PEIA insured who is a resident of West
Virginia or a bordering county must seek emergency medical care in another state, it is
not necessary to obtain prior approval, and the service will be covered at the higher
benefit level.

Medicare Primary Insureds. PEIA insureds who have Medicare as their primary.

plan are not subject to PPB Plan network requirements. It is not a requirement that
they seek services from network providers and prior approval is not required.

Non-PPO Providers. Any PEIA insured may seek prior approval for a service to
be provided outside of the State of West Virginia from a non-PPO provider. |f the
request is approved, the service will be covered at.the higher benefit level (80%).
Services received outside of the State from non-PPO providers without prior approval
will be subject to a lower benefit level (60%) for all PEIA insureds.

Covered Services

Medically Necessary Services. To be covered by this Medical Benefits Plan,
“the service must be medically necessary or be one of the listed preventive health or
weliness services. Services rendered by a medical provider who is not authorized by
this Medical Benefits Plan to provide the service or supplies willnotbe covered. A
service is considered to be medically necessary if it is:

consistent with the diagnosis and treatment of the injury or iliness;

— in keeping with generally accepted medical practice standards;
— not solely for the convenience of the patient, family or health care provider;
— not for custodial, comfort or maintenance purposes,

_ rendered in the most cost-efficient setting and level appropriate for the condition;
and, :

— not otherwise excluded from coverage under the Medical Benefits Plan.
The fact thét an authorized health care provider has determined that a service is
medically necessary does not necessarily make it a covered service. The PEIA

reserves the right to make final determination on the medical necessity of the service
based on the diagnosis and supporting medical data.
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Specific Covered Services. The following is a list of services that are
specifically covered under the Medical Benefits Plan. The appropriate level of
coinsurance, copayment, and deductible apply to all services as described in this
Section.

Acupuncture. Services of a registered acupuncturist when used as a form of
anesthesia under the direct supervision of a medical doctor are covered. These
services are covered in place of traditional anesthesia services.

Aliergy Services. The PEIA covers the physical examination, including skin testing,
diagnosis, and treatment of allergic conditions. Allergy serums and extracts provided
by the physician are also covered.

Ambulance Setrvices.

— Local Ground Transportation: Services are covered for emergency patient
transportation by a licensed ambulance service. The transportation must be
to the nearest appropriate hospital for inpatient care, or medical emergency
care, or transportation from a hospital to the nearest facility able to provide
services not available at the transferring hospital or facility.

— Non-Local Ground Transportation: Transportation of the patient between a
hospital which does not offer the required service to the nearest hospital
which is able to provide those services is covered.

_ Air Ambulance Transportation: Expenses for air ambulance services are

covered if the services are medically necessary and the services provide
transportation to the nearest hospital able to provide the_treatment.

— Transportation from hospital to home is not covered, unless approved by the
- TPA-UM.

Birth Control. The following drugs and procedures are covered expenses for
policyholders and their eligible spouses:

- TuBal ligation;

- Vasectomy,

_ Birth control pills: Birth control pills must be purchased at a drug store or
through the mail order program and are covered under the Prescription Drug

Plan;

— |UD and insertion;
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— Birth control implants: covered expenses include the cost of the system and
the charges for insertion and removal of the capsules one time every five
years; :

- Depo-provera injections: covered once every three (3) months. Office visits
are not covered when the injection is the primary purpose of the visit.

The Plan does not cover:
— Reversal of a vasectomy or sterilization;

© _— Birth control pills for contraception p urposes for dependent children. T hey
are covered expenses under the Prescription Drug Plan if previously
authorized and determined to be medically necessary for purposes other than
contraception; or

— Birth control implant covered expenses do not include charges for reinsertion
of capsules for the one-year period after the removal if the capsules must be
removed due to medical conditions.

Cancer Treatments. Treatments for cancer are covered expenses unless the treatment
is experimental in nature. Bone marrow transplant treatment for cancer requires
precertification by the Third Party Administrator for Utilization Management (TPA-UM)
(see Organ Transplants in this Section).

Cardiac Rehabilitation. - Cardiac rehabilitation expenses are covered when incurred due
to one of the following conditions:

— Acute myocardial infarctioni(heart attack),
- Coronary by-pass surgery, or
— Stabilized angina pectoris.

Cardiac rehabilitation for any other condition is not a covered expense.

Covered treatments may be provided at a clinic, a cardiac rehabilitation clinic, or . -

the outpatient department of a hospital and are limited to three (3) sessions per week
for 12 weeks or 36 sessions in a twelve-month period. Treatment must commence
within three months of the cardiac event.

Cardiac rehabilitation must be precertified in advance by the provider through the
TPA-UM. :

61



Chelation Therapy. Covered services include removal of unwénted metal ions from the
body for the treatment of the following conditions:

- Hemochromatosis,
~ Thalassemia (major),
—~ Cystinuria,

— Heavy metal poisoning from such substances as arsenic, copper, gold, iron,
lead, or mercury,

- Wilson's Disease, and

_ Control of ventricular arrhythmias, etc., associated with digitalis toxicity.

Chelation therapy treatment for the conditions listed above is not considered
investigational. Chelation therapy is considered investigational, and is not covered for

all other conditions including reversal or prevention of coronary artery disease.

Chemotherapy. This treatment is covered when ordered by a physician and may be
received on either an inpatient or outpatient basis. Most cancer treatments are case

* managed by the TPA-UM.

Chiropractor.  Covered chiropractic services include office treatment for neuro-

muscular-skeletal conditions, x-rays, and massage therapy when provided by a
massage therapist orn euromuscular therapist and billed by the chiropractor. T hese
services are included in the Outpatient Therapy Benefit (see below). Payments for the
combined therapies are limited to a maximum of $1,000 per Plan Year, per insured.
Office visits and x-rays billed by a chiropractor do not apply to the $1,000 maximum.

Christian Science Benefit. Charges for inpatient or outpatient treatment are covered if:

— The treatment is for a demonstrable iliness or injury;

— The Christian Science Sanitarium where the treatment is received is
maintained and accredited by the Mother Church at the time of the service;

— The treatment is performed by a practitioner or nurse who is accredited by
the Mother Church and who is listed in the Christian Science Journal's most
recent issue at the time of the treatment; and,

— The individual receiving the treatment is not, at the same time, receiving
medical treatment for the same condition.
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Covered expensés do not includé treatment for the purpose of rest or study or
communication charges.

The maximum benefit payable is $1,000 per calendar year, per insured.
Inpatient services are covered in excess of the $1,000 if medically necessary and
precertified by the TPA-UM. ’

Colorectal Cancer Screening. Screenings for colorectal cancer are covered at 100% in-

network with no deductible or coinsurance required. The related office visit expenses
are subject to the applicable preventive care office visit copayment.

Preventive Care PPB Plan Benefits for PEIA

e Befefit. i A S BoVeragera:
Colorectal Cancer 100% coverage in-network; out of ne

Screening® deductible is met. This benefit is covered as follows:

82270 Fecal-occult blood test — 1 in 12 months/age 50 and over

45330 Flexible Sigmoidoscopy — 1 in 48 months/age 50 and over

45378 Colonoscopy — 1 in 24 months/high risk** patients or 1in 10
years/age 50 and over

74280 X-ray, barium enema - 1 in 4 years/age 50 and over

74280 X-ray, barium enema - 1in 24 months/high risk patients**

*Office visits associated with these services are subject to the applicable copayments,
coinsurance, and deductibles.

- **High risk is defined as a patient who faces high risk for colorectal cancer because of:

Family history;

Prior experience of cancer or precursor neo-plastic polyps;

History of chronic digestive disease condition (inflammatory bowel disease, Crohn’s

disease, ulcerative colitis; and

Presence of any appropriate recognized gene markers for colorectal cancer or other
- predisposing factors. .

vV VYVY

(High risk status is not required if age 50 or older.)

Diabetes Education Program. Educational programs for diabetics are covered
expenses when the program has been reviewed and determined to meet national
standards for diabetes education programs. The TPA-C should be contacted to see if
the program being considered is approved. ‘ '

Durable Medical Equipment (DME). Durable medical equipment is a covered expense.

Precertification is required for all DME purchases of $500 or more, or rentals of three

months or more. If precertification is not obtained, a 30% penalty will be applied even

if it is later determined that the DME was medically necessary: The insured’s provider
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must submit a letter of medical necessity or call the TPA-UM stating the length of time
the equipment will be needed, its cost, and the reason the equipment is needed. The
PEIA covers the item, in accordance with the fee schedule for DME and supplies, if
purchased, and rental up to the purchase price, if it is rented. :

Durable medical equipment coverage does not include:

— Equipment p rimarily for comfort a nd convenience (such as remote controls
and intercoms);

- Exercise equipment (such as stationary bicycles or weights);

— Educational equipment (including computers and vocabulary assistance
devices), .

_ Environmental control equipment (including air conditioners or vacuum
cleaners); or ’

— Portable whirlpool pumps'(tub spas).

A further listing of some of the non-covered equipment is provided in Appendix
E. If the insured has a question whether the DME is covered under the Plan, they
should contact the TPA-C. .

Ear Care. Hearing tests are covered as wellness benefits for children under age 13.
For individuals over the age of 12, hearing tests are covered if they are for a medical
condition, including hearing loss unless it is hearing loss as a result of the normal aging
process. Hearing tests as part of routine p hysical e xaminations are not covered for
individuals over age 12.

Other covered e ar care expenses include p atching of perforated e ardrum and
otoplasty to correct birth defects.

Hearing aids, hearing implants, ear plugs, and ear molds are not covered
expenses.

Emergency Medical Services (including_supplies). Services received when the
condition has been certified as an emergency aré subject to a $25 copayment and 20%
coinsurance in-network once the deductible has been met.

Emeragency Room Treatment (non-emergency). Services received in an emergency
room when the condition is determined to be a non-emergency are subject to a $50
copayment and 20% coinsurance in-network after the annual deductible has been met.
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Eye Care. Diagnosis and treatment of a disease, medical condition, or injury to the eye
are covered expenses. Covered expenses include, but are not necessarily limited to,
treatment for the following diagnoses: :

" - Neoplasm of the eye,
— Diabetic retinopathy and .cataract,
- Disorders of the globe,
_ Retinal detachments, defects, and other disorders,
_ Chorioretinal inflammations, scars, and other disorders of the choroid,
- Disorders of the iris and ciliary body,
— Glaucoma,
- Ca{aracts,
- Keratitis,
— Disorders of the conjunctiva,
— Inflammation-of thé eyelids and other eyelid disorders,
— Disorders of the lacrimal system,
— Disorders of the orbit,
— Disorders of the optic nerve and visual pathing; and,
— Disorders df binocular eye movements.

Claims for diagnoses which require additional review (preauthorization is
recommended) by the TPA-C include:

Visual disturbances,

Blindness and reduced vision,

Dyslexia, and-

Vision Therapy.
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The first pair of contact lenses or eyeglasses after cataract or retinal detachment
surgery is covered unless the surgery included a lens implant. Vision therapy services
indicated by a medical diagnosis are also covered. Preauthorization is recommended
and this benefit is subject to the $1,000 outpatient therapy benefit limitation.

Services not covered include routine or preventive eye care, refractions, eye
exams, disorders of refractions and accommodation, radial keratomy, and other
surgeries intended solely to restore or.correct vision.

Foot Care. Expenses covered include medically necessary foot care performed by a
health care provider practicing within the scope of his/her license. This would include
such services as:

- Diagnostics services (such as X-rays and lab work),”

— Orthotics (precertification is required),

— Treatment of bunions, neuromas, hammertoe, hallux valgus, calcaneal spurs
or exstosis, '

— Removal of nail matrix or root,

- Treatment of mycotic infections; and,

— Diabetic foot care.

Expenses' not covered include:

— Removal in whole or in part of: corns, calluses (thickening of the skin due to
friction, pressure, or other irritation), hyperplasia (overgrowth of the skin),
hypertrophy (growth of tissue under the skin);

— Cutting, trimming, or partial removal of toenails;

— Treatment of flat feet, fallen arches, or weak feet; and

— Strapping or taping of the feet.

Gynecological_and Breast Exams.  Routine Pap smears and mammograms are
covered. Office visits and general physicals associated with these exams are also

covered and are subject to a $10 copayment with no deductible. Pap smears are
covered at 100% and are not subject to deductible, coinsurance or copayments.

High Risk Birth S core Program. | nfaﬁts identified at birth as being at risk for health
problems are provided with six office visits in addition to the standard well-baby care.
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" There will be no deductible or copayment required for these visits.- The extra visits are
to be scheduled when the baby is 2, 4, 8, 12, 16, and 24 weeks of age.

Home Health Care. Covered home health services include care in the patient’s home
from nurses, IV and infusion therapists, physical, speech, occupational, or respiratory
therapists along with medical equipment and supplies. To be covered, services must
be provided by licensed Home Health Agencies and prescribed by the patient’s treating
physician in place of inpatient care. Home health care must be precertified by the TPA-
UM, and requires case management.

Home health care services are not covered for:

_ Custodial or intermediate care, including services related to performance of
activities of daily living;

- Personal convenience services (such as shopping or housekeeping); and
— Care given by a relative living in the same household.

Hospice. Hospice services provided by a nurse-coordinated or unit-based hospice
program are covered. An insured requiring hospice care must have his/her physician
order the service and receive precertification from the TPA-UM; and the service is
subject to case management. This service is not covered if the insured is receiving
medical treatment other than for pain management.

Hospital Inpatient Expenses. Hospital admissions due to illness, injury, mental health
or substance abuse, detoxification, medical rehabilitation, or extended care in a skilled
nursing facility are covered. Hospital charges related to pregnancy of a policyholder or
spouse are also covered.

The TPA-UM must be notified 5 business days in advance by the admitting
physician, or admitting facility, for review and/or case management prior to any planned
hospital admission, unless the admission is for the treatment of a medical emergency or
related to an accident in which case the hospitalization must be reported to the TPA-
UM within 48 hours of the admission. If the TPA-UM is not notified, a 30% penalty will
apply even if the admission is later determined to be medically necessary.

Covered expenses include:
— Room and board (semi-private);
- Cardiac and ICU care; and

_ Additional Services and supplies used for diagnosis or treatmeht while the
insured is in the hospital.
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The following services are not covered:

Admissions which are not recommended or scheduled by a provider
authorized to schedule admissions;

Room and board which is not approved as medically necessary by the TPA-
UM; :

Hospital stays which are not medically necessary or which are primarily for
education or training;

Charges for a diagnosis or procedure which is not covered by the PEIA;
The difference between semi-private and private room charges;

Charges for conveniences, such as TVs, telephones, hairdresser or barber
services, and shaving supplies;

Charges by a federal hospital for injuries, illness, or disability resulting from
war; .

Charges due to a work-related injury orillness, u nless denied by W orkers'
Compensation; and

Days for which the patient has a therapeutic leave of absénce pass.

Hypertension (High Blood Pressure) Screening. Hypertension screening services

including a detailed office visit, blood pressure check, and chemistry profile are covered
based on this schedule: :

One time between the ages of 20 and 30,
Once every 3 years between the ages of 31 and 39, and

Once every 2 years after age 40.

More frequent screenings are-not covered expenses.

Immunizations. All non-experimental immunizations are covered. Childhood

immunizations for children through age 16 are payable at 100% and are not subject to a
deductible, coinsurance or copayment (see P ediatric Care in this Section). All other
immunizations will be paid at the normal rate of a $10 copayment for the office visit with
immunization for in-network services and 60% for out-of-network services after the out-
of-network deductible has been met. Routine office visits at the time of immunization

68



are also covered at 100% for children through age 16 without a deductible, coinsurance
or copayment. In-network office visits for insureds age 17 and over are covered at the
copayment level of $10.00 if the office visit is one of the periodic physicals as
recommended in the guidelines for pediatric and adult preventive care but are subject
to the $15.00 copayment if it is not one of the scheduled preventive care services.

infertility and Sterility. Treatment of a medical condition resulting in infertility is covered.
Medications for treatment of infertility are covered under the prescription drug plan.
Services intended to enhance fertility or to treat infertility or sterility, other than
prescription drugs, are not covered. The following procedures are not covered:

— In vitro fertilization,

- GIFT (gamete intrafallopian transfer),
— Embryo transport,

- Surrogate parenting,

— Donor semen, and

|

All other methods of artificial inseminatiqn.

Massage Therapy. Massage therapy is included in the Outpatient Therapy Benefit (see
below). Payments for the combined therapies are limited to a maximum of $1,000 per
Plan Year, per insured. :

Massage therapy may be provided either through a chiropractor's office oran
independent massage therapist. In either case, the massage therapist must be
licensed or certified in the state in which the services are performed or be certified
through the National Massage Therapy Association. Where a massage therapist is not
employed by or associated with a chiropractor, the treatment must be ordered-by a
physician who certifies medical necessity, provides a treatment plan (including duration
and frequency), and states the patient's prognosis.

When services are billed by an independent massage therapist or through a
chiropractor’s office, further information must be provided to the TPA-UM if: '

— The therapy begins more than 90 days after the onset of the condition;

— The frequency of the therapy is more than 5 times a week in the first week
and more than 3 times a week in the following weeks;
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- The duration of the therapy ié greater than 90 days;
— The TPA-UM determines medical necessity.

Mastectomy. Any insured who is receiving benefits in connection with a mastectomy
and elects breast reconstruction in connection with such benefits is entitled to receive
the following procedures: - : o

_ Reconstruction of the breast on which the mastectomy was performed';

_ Reconstruction surgery of the other breast to present a symmetrical
appearance; and

— Prostheses and coverage for physical complications at all stages of the
mastectomy procedure including lymphedas.

Maternity Care. Benefits are payable only for the policyholder or the policyholder's
spouse. Covered benefits include services normally provided in maternity cases
including care during pregnancy, delivery, and postpartum or follow-up care. Birthing
centers and certified nurse midwife services are covered.

Professional Services. An uncomplicated pregnancy and delivery is paid at 100%
under a global fee arrangement (a set amount the PEIA has established to cover
obstetrical care, including delivery) after the annual deductible has been met and
usually includes patient histories, physical examinations, recording of weight, blood
pressure and fetal heart tones, routine chemical urinalysis, and regular visits until
delivery. Facility services for maternity care are covered at 80% after the deductible is
met.

One obstetrical profile is covered at 100% of the allowed amount after the
deductible has been met, and usually includes: : '

— Hemoglobin/hematocrit,

— Blood types, RH factor, RH immunization,

— Urine culture, ' -

- Rubella titer, and

—~ Chemistry profile.

One routine obstetrical sonbgram or ultrasound is also covered at 100% of the

“allowed amount after the deductible has been met. Additional sonograms and
ultrasounds are not covered unless they are medically necessary. When additional
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sonograms are determined to be medically necessary, they are covered at 80% after
the deductible has been met.

Other medically necessary maternity services are considered outside the global
fee allowance.

Pre-Payment Benefit. If the insured is eligible for maternity benefits under the Medical
Benefits Plan, she can arrange to have a $500 maternity care pre-payment made to the
attending provider by submitting the required pre-payment form and either an
~ assignment of benefits form or a statement from the provider that the required deposit
has already been paid. No portion of the $500 pre-payment will be applied to the
deductible. Pre-payment benefits are not available to hospitals.

At delivery, the benefit normally paid to the physician will be reduced to account
for the $500 pre-payment. The entire cost of the benefit (including the $500 pre-
payment) cannot exceed the global fee allowance for delivery.

If the insured changes doctors during the pregnancy, the $500 pre-payment and
benefits paid separately to each physician cannot exceed the global fee allowance. If
the person is no longer covered under the Plan at the time of delivery, the amount of
the pre-payment, minus any incurred charges must be repaid.

Medical Care. The PEIA pays for care by a health care provider while the insured is in
the hospital and for office visits when the insured is not hospitalized.

Inpatient: Medical visits are covered once per day while the insured is in the
hospital, up to the number of days of hospitalization. If the insured is treated by
more than one provider for unrelated conditions, each provider's visits may be
paid.

Outpatient: Visits to the provider for the diagnosis and treatment of medical -
conditions are covered. :

Concurrent or Parallel Care: If the patient requires the service of two or more
physicians for the treatment of unrelated conditions, benefits will be payable up
to the PEIA Fee Schedule rate to more than one physician. :

Consultations are covered when requestéd by the attending physician.

Medical Supplies. Supplies for ostomy and colostomy are covered if a letter from the
attending physician confirming medical necessity is provided.

Routine medical supplies such as tape, gauze, swabs, elastic bandages,
diapers, thermometers, and aspirin are not covered expenses under . any
circumstances.
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Mental Health and Substance Abuse. If an insured needs these services on an
inpatient or partial hospitalization basis, the TPA-UM must be contacted to review the
circumstances.and to begin case management support.

* Outpatient coverage is limited to no more than 20 visits a year for s hort-term
individual or group mental health or chemical d ependency treatment. If the covered
person or his/her physician feel more than 20 visits are needed, the TPA-UM should be
contacted after the 16th visit. While this is not a requirement, it will allow the TPA-UM

time to evaluate the treatment plans and provide appropriate recommendations, prior to
exhausting the 20 visits.

Outpatient or Inpatient Care: Covered rﬁenial health and substance abuse
expenses include:

— Individual, family, or group outpatient mental health and chemical
dependency evaluation and referral services;

— Diagnostic, crisis intervention, and therapeutic services;
— Inpatient or partial hospitalization;
— Biofeedback for control of involuntary nervous system problems; and

— Psychological testing and neuropsychological assessment when specified
tests are medically necessary.

These services are not covered:

— Chemical dependency treatment when the patient leaves care against
medical advice;

— Mental health sérvices for treatment of mental ilinesses which will not
substantially improve beyond the current level;

— Nursing home services for custodial or intermediate level care;
— Educational or cognitive services; and,
— Marital counseling.

Nutritional Supplements. When these supplements are required to sustain life, they will
be covered. Nutritional supplements are not an allowed expense when they are used
for weight management, to balance the normal diet, or in any other way by an individual
who does not require them to stay alive. In most cases, conditions requiring nutritional
supplements require case management. Preauthorization is recommended.
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Occupational Therapy. Occupational therapy is covered when it is ordered by a
physician. T his benefit i s included under the O utpatient T herapy B enefit (see below)
and coverage for the combined therapies is limited to $1,000 per Plan Year for each
insured, unless additional therapy is recommended by the TPA-UM as medically
necessary. Precertification is required if additional therapy is to be covered.

_Oral Conditions. These services for mouth, teeth, and gum care are covered expenses:

— Accident-related dental services including extraction, oral examinations,
repair to damaged teeth, replacement with prosthetic (false) teeth or
replacement of existing prostheses;

- Medically necessary oral surgery, including orthognathic and ridge
reconstruction; :

— Diagnosis of myofacial pain; and

- Medically necessary surgical extraction of bony or tissue impacted teeth
(except those removed for orthodontic purposes); :

The TPA-UM must be notified 5 business days in advance for review of inpatient
oral surgery.

These services are not covered: Cleanings; fluoride treatments; splints; gingival
surgery; orthodontics; periodontics; treatment for temporomandibular joint dysfunction
(TMJ); biting or chewing injuries; complete or partial sets of prosthetic teeth or dental
implants unless the loss is accident related; and all other dental services not specifically
included in this plan.

To be covered, the accident-related injury must occur while the patient is insured
by PEIA and services must be provided within six months of the injury. An exception is
made for a child when repair cannot be made until the child is older. In this case, a
plan for correction when the child is older must be presented to the TPA-C within six
months of the accident.

Organ Transplants. The PEIA, through its TPA-C, has access to a national organ
transplant network (Network). A listing of participating facilities of this Plan is available
through the TPA-UM or TPA-C. :

An insured who requires an organ transplant must contact the TPA-UM prior to
receiving any transplant related services. Organ transplants and related services are
subject to pre-certification in accordance with PEIA’s utilization management program.

Once an insured’s annual deductible and out-of-pocket maximum have been
met, the PEIA will pay one hundred percent of the cost of in-Network services for pre-
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transplant services, the transplant and one year of follow-up services; however, if the
services span two Plan Years, two deductibles and out-of-pocket maximums will apply.
Copayments are also applicable and are not waived once the out-of-pocket maximum is
met. :

_ The TPA-UM will assist the insured and his/her physician with obtaining

information about Network facilities, offer support and assistance in evaluating
treatment options, and assist in the coordination for the transplant. In addition, the
TPA-UM may authorize up to $5,000 reimbursement for patient travel, lodging and
meals. A portion of this allowance may also be applied to reimburse one member of the
patient's family or a friend providing support for their travel, lodging and meals. In order
to qualify for this reimbursement, the transplant must take place at a Network facility
and receipts are required. Further conditions, as appropriate, may be established by
the TPA-UM according to the specifics of each case.

For insureds who choose a non-Network facility for transplant services, there will
be an additional $3,000 deductible applied to the cost of the hospital admission above
PE|A’s annual deductible and out-of-pocket maximum. This $3,000 deductible may be

waived if the TPA-UM approves the non-Network facility in advance as medically
necessary.

The PEIA will pay 100% of the allowed charges for prescription drugs after the
insured has met the annual prescription drug deductible when the patient requires
immunosuppressant drugs. This benefit is covered under the Prescription Drug Plan. '

Where the donor does not have Health insurance coverage and PEIA insures
the recipient, PEIA will recognize the donors medical expenses as part of the
recipient’s claim. PEIA will also recognize the donor's medical expenses as part of the
recipient’s claim if the donor has coverage, but his carrier refuses to recognize his
expenses for a claim.

In determining donor benefits, PEIA will cover the donor's charges on the
recipient's medical claim history. Donor's room and board is limited to the day of
donation. The donor's surgical charge will be paid separately as a second operative

procedure charged to the recipient.

Where PEIA insures the donor, PEIA will recognize the donor’s medical
- expenses under his own medical claim history to the extent that the recipient's
insurance, if any, does not cover the donor's medical expenses; but PEIA will not
include the recipient's expenses.

Where both the donor and recipient have health coverage and PEIA insures the
recipient, PEIA will recognize under the recipient’s claim the donor’'s medical expenses
to the extent that the donor's medical insurance is not sufficient to cover his medical
expenses.
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In some instances, PEIA may insure both the donor and recipient either through
the same or a different policyholder. In no instance will PEIA pay an amount greater
than that reimbursement which would be owing to the donor or the recipient individually.

Outpatient Diagnostics and Therapeutics. Diagnostics include tests and examinations
needed to identify the medical problem that is causing symptoms. Therapeutics are

treatments indicated to correct or lessen the medical problem. These expenses are
covered if they are:

— An evaluation to establish the cause and nature of an iliness and prowde a
logical basis for treatment,

— Actual treatment,
~ Outpatient pre-admission testing, or

— X-ray examination or laboratory examination needed due to injury or
sickness.

The followmg outpatient procedures/serwces must be pre-certified at least 5
business days in advance:

— Cardiac Rehabilitation,
— Cataract Extraction,
-~ Colonoscopy,

— Dexa Scans,

— Durable Medical Equipment (DME) if the cost is $500 or more or rental of 3 or
more months.

— Knee Arthroscopy,
— Laparoscopy not Performed for Sterilization,

- Magnetic Resonance Imaging (MRI) and Magnetic Resonance Angiography
- (MRA),

— Orthotics,
- Pain Manégement Services,

— PET (Positron Emission Topography) Scan,
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—~ Tonsillectomy, with or without Adenoidectomy,
- Sclerotherapy, and
— Septoplasty or Submucous Resection.

Outpatient Therapy Benefit. The following outpatient therapy services have been
combined into a single benefit: outpatient physical therapy, occupational, massage,
speech and vision therapy, and chiropractic care. The combined benefit for all of these
services is $1,000 per person per year. Additional services may be covered if approved
in advance by the TPA-UM.

'Pain Management. The PEIA covers acute and chronic pain management. Chronic
pain management requires a treatment plan approved by the TPA-UM.

Pap Smear. An annual pap smear and the associated office visit to screen for cervical
abnormalities are covered. The screening pap smear is covered at 100% and is not
subject to a deductible, copayment or coinsurance. Additional diagnostic pap smears
are also covered and are paid at 80% after the deductible is met. An office visit
incurred at the time of the pap smear is subject to the normal copayment of $10.00 to
preventive care and $15.00 for non-preventive care visits.

Pediatric Care. PEIA covers all medically necessary and preventive services by a
licensed physician, as recommended by the American Academy of Pediatrics,
including:

— A routine schedule for active immunization of normal infants and children
from birth through age 16 covered at 100% with no deductible, copayment, or
coinsurance; and,

— Routine office visits for preventive care, and well-child visits as recommended
by the American Academy of Pediatrics from birth through age 16 covered at
100% and no deductible, copayment or coinsurance is required.

Physical Therapy. This benefit is included in the Outpatient Therapy Benefit (see
above) and coverage for the combined therapies is limited to $1,000 per person per
Plan Year. According to current state law, a physical therapist may practice only when
the patient is referred by a licensed physician, surgeon, dentist, osteopathic physician
or surgeon. In order to be covered, physical therapy services must be performed by a
provider practicing in accordance with the rules of the state board responsible for
licensure of physical therapists and with state law.

Prescription Drugs. Most prescription drugs are covered under the Prescription Drug
Plan (see the following chart for details).
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CASE MANAGED DRUGS

drugs

't \ 3y Gpay:lnformati
B Intracorp or Merck:Madco! riMe 985: 315118
Avonex Not required Merck $15
Betaseron Not required Merck $15
Botox Not required Acordia 20%
Copaxone Not required Merck $15
Epogen Merck-if purchased at pharmacy Merck — if purchased at Merck - $25
Intracorp — if patient in case pharmacy
management Acordia — if case managed Acordia — 20%
Not required = if received with by Intracorp or if received ’
other treatment with other treatment
Enbrel Merck Merck $15
Gamma Gard Intracorp Acordia 20%
Growth Hormones Merck Merck $15
Humatrope,
Saizen, Norditropin
Serostim
Protopin, Nutropin,
Genotropin
Hyalgan Not required Acordia 20%
HIV/AID-Related Intracorp Merck None
Drugs .
Leukine Merck — if purchased at Merck — if purchased at Merck - $25
pharmacy pharmacy
Intracorp — if patient in case Acordia — if case managed Acordia — 20%
management by Intracorp or if received
Not required — if received with with other treatment
other treatment
Lupron, Lupron Depot Merck Merck $25
Neumega Merck — if purchased at Merck — if purchased at Merck - $25
pharmacy . , pharmacy
Intracorp — if patient in case Acordia — if case managed Acordia — 20%
management by Intracorp
Not required — if received with -
other treatment
Neupogen Merck — if purchased at Merck — if purchased at Merck - $25
phamacy pharmacy ]
Intracorp — if patient in case Acordia - if case managed Acordia — 20%
management by Intracorp or received
Not required — if received with with other treatment
other treatment
Procrit Merck — if purchased at Merck - if purchased a Merck - $25
pharmacy pharmacy
Intracorp — if patient in case Acordia — if case managed Acordia — 20%
management by Intracorp or if received :
Not required — if received with with other treatment
other treatment
Remicade Not required Acordia 20%
Sandoglobulin Intracorp Acordia 20%
Sandostatin Intracorp Acordia 20%
Synvisc Not required Acordia 20%
Transplant-related Intracorp Merck None

Prostate Cancer Screening. One prostate examination and the related office visit will
be covered each year for men at the age of 50 and older. The PSA test is covered at
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100% with no deductible, copayment or coinsurance. The related office visit is subject
to the preventive care copayment of $10.00

Prostheses and Implants. Covered expenses include:

Artificial eyes, limbs, larynx, and other prosthetic devices,
-~ Lens implants after cataract’ surgery,
— Breast prosthesis,

- Pacemakers, and other implants medically necessary due to illness or injury;
and, '

— Post-mastectomy bras and stump stockings (usually 2 per year are covered).

The removal of silicone breast implants is considered a medical necessity and -
will be covered in all cases. If the silicone implant was originally placed due to a
mastectomy, the PEIA will also cover replacement of the silicone implant with a non-
silicone implant or reconstructive surgery. If the silicone implant was originally placed

for cosmetic reasons in a normal, healthy breast, the replacement of the implant is not a
covered expense.

Radiation Therapy. Treatment by radiation, on either an inpatient or outpatient basis, is
covered when prescribed by a physician. The TPA-UM must be notified for case
management when inpatient radiation therapy is being recommended as a treatment for
cancer or a similar disease.

Skilled Nursing Facility Services. The PEIA covers care in a skilled nursing facility.
This is a facility that provides care similar to that given in a hospital to meet the medical
needs of a seriously ill patient. This benefit is limited to 100 days per member per year.

When medically necessary, the following items provided in a skilled nursing
facility are covered expenses:

— Prescription drugs,
— Physician visits,

" — Diagnostic X-rays and lab work,
— Oxygen, and

— Therapy services.
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Services provided in a skilled nursing facility at the custodial or intermediate care
level are not covered. Care at this level may include some minor medical services but
is primarily for support in the tasks of daily living. Skilled nursing care for patients with a
primary diagnosis of Alzheimer's Disease is not covered.

Speech Therapy. When speech therapy is ordered by a physician, it will be covered
under the Outpatient Therapy Benefit. (see above). The benefit for the. combined
therapies is limited to $1,000 per member per year. Additional therapy may be covered
if it is recommended as medically necessary by the TPA-UM. Speech therapy for voice
modulation, language training, elimination of a lisp, or similar training is not covered.

Surgery. To assure an insured has the right type of care and full benefits under the
Medical Benefits Plan, all inpatient surgeries must be reviewed in advance by the TPA-
UM. Covered expenses generally include:

- Inpatient, outpatient, or office surgery;

_ Cosmetic and reconstructive surgery needed to correct a birth defect or for
treatment due to an accident or iliness; :

- Second and third surgical opinions;

- Medically necessary gastric stapling or bypass;
- Medically necessary oral surgery; and

— Medically necessary assistant surgeon fees.
These surgical expenses are not covered:

— Cosmetic or reconstructive surgery other than to correct a birth defect or the
effects of an accident or illness; and

— Surgery to relieve a patient of emotional stress or a psychological disorder.

Other special provisions.

— If two or more surgical procedures are performed on the same day, the
allowance for the s econd through fifth procedure is covered at 50% of the
allowed amount. T he sixth procedure requires s pecial review by the TPA-
UM. :

' _ Certain outpatient surgeries require precertification by the TPA-UM. These
include knee arthroscopy, cataract extraction, tonsillectomy, colonoscopy,
septoplasty, and laparoscopy other than for sterilization.
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- If an assistant surgeon is medically necessary, the allowance for the second

surgeon is 16% of the allowed amount for the first procedure, and 8% after
that. :

- If a second surgical opinion is required by the TPA-UM, it will be covered at
100% of the PEIA fee schedule allowance after the annual deductible is met.

If it is voluntary, it will be paid at the normal rate. Third surgical opinions are
paid at the normal rate.

Therapies. Specific therapies (i.e., speech therapy, occupational therapy, etc.) are
addressed under their own heading in this section. | npatient rehabilitation therapies
must be reviewed in advance by the TPA-UM.

These therapies and supplies are not covered:

— Devices used in sports-related activities,

- Educational or cognitive medical rehabilitation,

- Therapy for a patient showing no progress,

— Daily living skills training,

- Stimulation therapy,

— - Orientation therapy, and

- Aqua therapy._
Tobacco Cessation Program. PEIA will cover prescription and non-prescription drugs
(under the Prescription Drug Plan) for tobacco cessation products for members who

have enrolled in the program. This Program includes counseling and support services,
as well as education material. '

Vision Therapy. Vision therapy is included in the Outpatient Therapy Benefit (see
above) and is limited to @ maximum of $1,000 per person per year for the combined
benefit. Vision therapy is covered when it is ordered-by a physician for correcting a
covered medical condition. Preauthorization is recommended, but precertification is
required beyond the $1,000 Outpatient Therapy Benefit amount.

Wellness. To encourage sound preventive care, these services are covered by the
Plan: - ’

— Immunizations and vaccinations, such as flu shots, are covered for insureds
over age 16; '
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1.

2.

Well child care, including routine check-ups, for children through age 16;

High-risk birth score program. Infants determined to be at risk are eligible for
six additional check-ups; ' : _

Hypertension screening, including a detailed office visit, a blood pressure
check, and a chemistry profile;

Periodic physicals every two years, or more often if recommended by a
physician based on the patient’s special needs;

Tobacco Cessation Program, .including prescription and non-prescription
drugs and counseling services; ‘

Annual prostate examination for men over 50, including the office visit;
Annual pap smears;

Annual mammograms (the associated office visit is covered if the service is
performed at the same time as the pap smear), and '

Colorectal Cancer Screenings.

Exclusions. In addition to exclusions listed in the Specific Benefits Section, the
following services are not covered by the PEIA regardless of medical necessity. As it
would be practically impossible to list all possible exclusions, this is not intended to be a
complete listing. If the service is not one of the services listed in the Specific Benefits
Section, the insured should contact the TPA-C to determine if the service is covered.

" Acupuncture, unless for anesthesia associated with a covered procedure.
Augmentative communication devices.
Aqua therapy.
Birth control drugs, devices, and services for dependent children.

Chemical dependency treatments when a patient |eaves the hospital or
facility against medical advice.

Coma stimulation.

Cosmetic or reconstructive surgery when not required as the result of
accidental injury or disease, or unless the surgery is performed to correct
" birth defects.
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10.
11.

12.

13.

14.

15.

16.

17.
18.
19.

20.
21.
- 22. -

23.

Custodial care, intermediate care, domiciliary care, respite care, rest
cures, or other services primarily to assist in the activities of daily living.

Dental services including routine dental care, x-rays, treatment of cysts or
abscesses associated with teeth, or any other dentistry and dental
procedures.

Duplicate testing, interpretation or handling fees.

Educational equipment including augmentative communication devices.

Environmental control equipment such as air conditioners, humidifiers or
dehumidifiers, air cleaners or filters, portable heaters, or dust extractors.

Exercise equipment such as exercycles; parallel bars; walking, climbing or
skiing machines.

Expenses for which the patient is not responsible, such as patient
discounts and contractual discounts.

Experimehtal, investigational or unproven services, unless p re-approved
by the TPA-UM.

Foot care (routine) including: removal in whole or in part of: coms,
calluses (thickening of the skin due to friction, pressure, or other irritation),
hyperplasia (overgrowth of the skin), hypertrophy (growth of tissue under
the skin); Cutting, trimming, or partial removal of toenails; treatment of flat
feet, fallen arches, or weak feet; and Strapping or taping of the feet.

Hearing aids, wigs or wig styling, vibrators or bathroom scales.
Homeopathic medicine.

Hospital days associated with non-emergency weekend admissions or
other unauthorized hospital days; including unauthorized days prior to
scheduled surgery. :

Hygienic equipment such as bed baths, commodes, and toilet seats.
Hypnosis.

Incidental surgery performed during medically necessary surgery.
Infertility services or sterility services including .in vitro fertilization and
gamete intrafallopian transfer (GIFT), embryo transport, surrogate

parenting, all methods of artificial insemination, and donor semen.
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24.
25.

26.

27.
28.

29. -

30.

31,

32.

33.

34.

35.

36.

37.

Mailing and handling charges.
Marriage counseling.

Medical equipment, appliances or supplies of the following types:
equipment or supplies which are primarily for patient comfort or
convenience, such as bathtub lifts or seats; massage devices; elevators;
stair lifts; escalators; hydraulic van or car lifts; orthopedic mattresses;
walking canes with seats; trapeze bars; child strollers; lift chairs; recliners;
contour chairs; or adjustable beds. -

Nutritional supplements, food liquidizers or food processors.
Medical rehabilitation which is primarily educational or cognitive in nature.

Mental health services to treat mental illnesses which will not subsfantially
improve beyond the patient’s current level of functioning.

Optical services such as routine eye examinations, refractions, eye
glasses, contact lenses and fittings.

Personal comfort and convenience items or services (whether on an
inpatient or outpatient basis) such as television, telephone, barber or
beauty service, guest services, and similar incidental services and
supplies, even when prescribed by a physician.

Physical conditioning. Expenses related to physical conditioning
programs such as athletic training, body building, exercise, fitness,
flexibility, diversion, or general motivation.

Physical, psychiatric, or psychological examinations, testing, or treatments
not otherwise covered by the PEIA, when such services are: related to
employment; to obtain or maintain insurance; needed for marriage or
adoption proceedings; related to judicial or administrative proceedings or
orders;: conducted for purposes of medical research; to obtain or
maintain a license or official document of any type or for participation in
athletics.

Pregnancy-related conditions for dependeni children.

Professional medical equipment such as blood pressure kits or
stethoscopes.

Radial keratotomy and other surgery to correct vision.

Reversal of sterilization and associated services and expenses.
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38.
39.
40.

41.

42,

43.

44.
45.

46.
47.

48. -

49.

50.

Safety devices. Devices used specifically for safety or to affect
performance primarily in sports-related activities.

Services rendered by a provider with the same.legal residence as an
insured, or who is a member of the insured’s family. This includes
spouse, brother, sister, parent, or child.

Services rendered outside the scope of a provider's license.

Sex transformation operations and associated services and expenses.

Supplies such as tape, alcohol, Q-tips/swabs, gauze, bandages,
thermometers, aspirin, diapers (adult or infant), heating pads or ice bags.

TMJ. Treatment of temporomandibutar joint (TMJ) disorders: including
intraoral prosthetic devices or any other method of treatment to alter
vertical dimension or for temporomandibular joint dysfunction not caused
by documented organic disease or acute physical trauma.

The difference between private and semi-private room charges.

Therapy and related services for a patient showing no progress.

Trahsportatiori other than medically necessary ambulance sérvices, or as
approved by the TPA-UM. '

War-related injuries. Treatment in a state or federal hospital for military or
service-related injuries or disabilities.

Weight loss. Health services and associated expenses intended primérily
for the treatment of obesity and morbid obesity, including wiring of the jaw,
weight control programs, weight control drugs, screening for weight control
programs, and services of a similar nature.

Whirlpool pumps or equipment.

Work-related injury or illness.

Pre-existing Condition Limitations. Any employee and/or dependent enrolling

in the PEIA Plan on or after July 1, 1988 will be subject to pre-existing condition
limitations. F or the purposes of this Plan, a pre-existing conditionisd efined as an
injury, sickness or any condition relating to that injury, sickness or condition for which an
insured is diagnosed, receives treatment, or incurs expenses within three months prior
to the effective date of their coverage under the Medical Benefits Plan. Pregnancy or
any condition meeting the definition of handicap as provided for in W. Va. Code § 5-16-
17 is not considered a pre-existing condition. =~ . :
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Expenses for a pre-existing condition will not be covered by the PEIA for the first
twelve months of an insured’s participation in the Medical Benefits Plan. In determining
whether the pre-existing condition limitation applies to an insured, the insured will be
given credit for the time such person was covered under any previous employer-based
health benefits plan, any comparable individual health benefit plan, or any self-insured
plan if the previous coverage terminated no more than 62 days in advance of the
insured’s enrollment in the PEIA Plan. Any applicable waiting period met in the
previous plan will be counted toward the twelve month waiting period. To simplify
adminisfration, this pre-existing limitation will be waived if the insured had coverage
under another heaith plan which terminated no more than 62 days prior to the effective
date of the PEIA PPB Plan coverage. '

)l

Utilization Management Program

The PEIA’s utilization management program includes requirements governing
hospital pre-admission review, post-admission review of emergency admissions,
weekend admissions, optional second surgical opinions, mandatory outpatient
procedures review, and medical case management. The intent of this program is to
control claims cost by insuring the medical necessity and appropriateness of certain
high-cost and over-utilized benefits.

Precertification Reviéw. For providers participating in the PEIA Plan,
precertification is the responsibility of the provider for both inpatient and outpatient
services requiring precertification. Any admission to a hospital, skilled nursing facility,
mental health facility, s ubstance abuse facility, rehabilitation facility or other inpatient
facility must be precertified with the PEIA's TPA-UM. Admissions for partial
hospitalizations and day programs also require prior approval. In addition,
precertification is also required for organ transplant services and for the following
outpatient services:

— Arthroscopy (knee onIy);

— Cataract Surgery,

— Cardiac Rehabilitation;

— Colonoscopy;

— Dexa Scans;

—. Durable Medical Equipment;

— Laparoscopy (except for sterilization); .

— Magnetic Résonance Angiography (MRA);
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— Magnetic Resonance Imaging (MRI);

~ Orthotics;

- Pai.n Management;

~ PET Scan;

- Sclérotherapy;

— Septoplasty or Submucous Resection; aﬁd

- Tonsillectdmy with or without Adenoidectomy.

The TPA-UM will verify the medical necessity of the admission or procedure and
determine the appropriate length of stay.

For purposes of precertification, the following notice requirements will apply:

— For planned admissions and outpatient services requiring precertification,
notification is required to the TPA-UM at least five (5) business days in advance
to ensure that the TPA-UM has a sufficient time to review the case.

. _ For admissions related to the birth of a child, the TPA-UM must be notified within
48 hours of the admission, unless the procedure to be performed is a planned
Cesarean section, in which case the TPA-UM must be notified five (5) business
days prior to the admission.

— Emergency admissions must be reported to the TPA-UM within forty-eight (48)
hours of the admission. '

The insured is responsible to notify his/her provider or the admitting facility that
he/she is a member of the PEIA, and that the PEIA has certain pre-certification
requirements. For purposes of pre-certification, the insured's provider or the admitting
facility must contact the TPA-UM. In circumstances when notice to the TPA-UM must
be made within forty-eight (48) hours of admission, a family member or personal
representative must notify the TPA-UM if the provider is a non-participating provider.
- Participating providers will make the notification to the TPA-UM.

The TPA-UM may be notified of the admission by telephone or by letter. In
either circumstance, the notice must be received by the TPA-UM in accordance with the’
time frames listed above. The request should be made no more than thirty days prior to
the admission.’
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If the TPA-UM is notified by telephone during office hours, the decision to certify
the admission may be made atthattime, u nless additional i nformation is n eeded to
make the decision. Once all information is received, the TPA-UM will make its decision
within two (2) working days.

. Whether approved or denied, the TPA-UM will send a letter to the insured, the
physician, and the facility advising them of the approval or denial of the pre-certification
request. This letter will be sent no later than one (1) working - day after the decision by

“the TPA-UM has been made. '

When a proposed admission is approved, the TPA-UM will notify the provider of
the number of days approved for the insured. The participating provider must contact
the TPA-UM to request additional days. It is the responsibility of the insured to request
additional days if the provider is a non-participating provider. When determining
whether additional days should be allowed, the TPA-UM will review the health care
services delivered during the admission to determine if additional days at the facility are
medically necessary. T he TPA-UM will notify the insured and provider by telephone

and will follow up with a confirming letter within one working day of making its decision.

If the insured is transferred to another facility, admission to the second facility
requires precertiﬁcation in accordance with this Section. '

Failure to precertify an admission in accordance with the above timeframes will
result in a reduction of benefits under the Medical Benefits Plan of thirty percent (30%).
This thirty percent penalty will be the obligation of the insured for non-participating
providers and of the provider when the provider is participating. If the insured or
provider feels that the TPA-UM inappropriately denied an admission or the extension of
an admission, or that extenuating circumstances existed that prevented the insured
from notifying the TPA-UM within the timeframes set forth in this Section, the insured or
provider may appeal the decision in accordance with the procedures set forth herein.

Preauthorization. Preauthorization is a program which allows insureds to
determine whether or not the charges for a procedure that has been recommended are
covered under the Medical Benefit Plan. Obtaining preauthorization from the TPA-UM
assures that the medical claim will be paid upon submission. Requests for
preauthorization should be submitted to the TPA-C and should include the following
information: insured’s name, address, telephone number, Social Security number,
information available about the procedure that has been recommended, and the name
and address of the provider who has recommended the service. If a request for
preauthorization is denied, the insured will be responsible for payment of the service if
performed. :
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Preauthorization is recommended for the following services:
. Chelation Therapy
+ Massage Therapy
» Vision Therapy

. Accident-reléted Dental Services

Prior Approval of Out-of-State Services. When PEIA insureds receive care
from providers who do not participate in the PEIA PPO, the TPA-C must prior approve
these services. Prior approval may be obtained by contacting the TPA-C.

To receive the highest level of benefit, prior approval is required for all non-
emergency out-of-state (beyond the bordering counties to West Virginia) medical care
that is provided to a PEIA insured who resides within the State of West Virginia or in a
bordering county. Care provided outside of the state beyond bordering counties with
prior approval from Acordia is covered at the 80% level for insureds living within West
Virginia or in a bordering county. PEIA insureds who reside beyond the bordering
counties of West Virginia may seek medical care from any provider who participates in
the Acordia/PEIA Network without prior approval. Any PEIA member receiving services
from a non-PPO provider. without prior approval will be subject to a higher coinsurance
(40%). Out-of-state care provided without prior approval from the TPA-C is only
covered at the 60% level, unless the person receiving the care also lives more than one
county beyond the borders of West Virginia. For a detailed explanation, see Out-of-
State Provider Networks in this Section.

Medical Case Management. The TPA-UM provides medical case management -
services in cases involving expensive, serious, or long-term illness or injury and in
maternity cases. = This program assists the insured and/or provider in identifying
available resources and containing. the cost of long-term care. The insured or
participating provider, must notify the TPA-UM five (5) business days, where possible,
prior to receiving any of the following covered services:

- Home health'care, including but not limited to skilled nursing.visits, I.V. therapy in
the home; physical, speech or occupational therapy done in the home, hospice
care and medication provided or administered by a home heath agency;

— Skilled nursing facility services;

— Durable medical equipment if $500 or more or rental of 3 or more months;

— " Rehabilitation services;

— Physical, occupational or speech therapy in excess of the amount allowed under
the Medical Benefits Plan; and ,
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_— Mental health visits (outpatient) in excess of the amount allowéd. under the
Medical Benefits Plan.

— Insureds (employee and employee spouse) who are pregnant must contact the
TPA-UM within the first trimester of pregnancy or &s soon as pregnancy is
confirmed. ' '

Nurse Advice Line. The TPA-C provides a 24-hour nurse advice line designed
to improve insureds’ access to medical care. The line is staffed by a registered nurse
during and after normal business hours. The nurse is available to answer questions
insureds may have about current symptoms and other general medical questions. The
nurse cannot help with questions about claims or benefits, or authorize admissions.

Transition of Care Program. To assist insureds that have been receiving
treatment for serious medical conditions from non-PPO providers prior to their effective
date of coverage in the PEIA PPB Plan, PEIA has a Transition of Care (T OC) program.
Insureds who qualify for TOC can continue to receive medical treatment from a non-
PPO provider during a transition period and be covered at the in-network benefit level.

Following this transition period or after treatment is complete, medical care must be
provided by a network provider to be eligible for the higher in-network level of benefits.
Not all conditions will qualify for the TOC program. Medical conditions likely to qualify
include:

_ Acute heart attack that occurred recently;
— Acute trauma such as a bone fracture;

_ Cancer diagnosed recently requiring surgery, chemotherapy or radiation
therapy;

- Pregnancy;

~ Psychiatric treatments or substance abuse programs that qualify;

— Surgical procedures performed recently with complications; and

— Total joint replacement requiring physical therapy.

Medical conditions which are not likely to qualify for TOC benefits include
- allergies,

- arthritis,

- asthma,

- di‘abetes, and/or

- hypertension.
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in most cases, a network provider can successfully treat these chronic conditions.
" If there is not a network provider available to treat a specific iliness or condition, PEIA
will work with the insured to provide that care. Conditions limited or excluded from
coverage are not eligible for TOC benefits. A separate application for each TOC
provider must be completed and submitted. Insureds do not need to apply for TOC
benefits if the treating physician participates in the PPB PPO. Applications can be
obtained by contacting the TPA- C. )

Claims

In-State Claims.- As one of West Virginia's state health care programs, the
PEIA uses an electronic claims clearing house for claims submitted by West Virginia
providers. '

Providers may submit claims electronically using ASAP-AP software (if
submitting to the claims clearing house) or other software if compatible with the TPA-
C’s system, or manually by use of a HCFA 1500 form (professional providers) or UB-92
form (facilities). Actual claims processing is performed by the TPA-C.

The PEIA pays directly to providers. An insured who pays for a covered service
and wishes reimbursement may contact the TPA-C or the PEIA and obtain a PEIA
claim form. This form, along with a copy of the receipt for services and itemized bill,
must be forwarded to the TPA-C for processing. Cash register receipts and canceled
checks are not sufficient proof of payment. A HCFA 1500 or UB-92 signed by the
provider-and-indicating-the amount paid by the insured will also be acceptable.

‘Insureds will be provided a medical/prescription drug identification card that must
be presented to the provider at the time of service. This card will identify insureds with
the PEIA PPB Plan and will allow insureds access to O ut-of-State P rovider N etwork
benefits. The identification cards will be issued within 30 days of the date of enroliment.
Additional cards may be acquired by contacting the TPA-P. If the insured is enrolled in
a managed care plan, that plan will issue the medical identification card.

If the insured has other insurance that is primary, including Medicare, an
Explanation of Benefits (EOB) form from the primary insurer must be submitted with the
claims. The EOB form is usually submitted with the claim by the provider. The TPA-C
will not process the claim until the EOB from the primary insurer is received.

Providers . and insureds (if the insured paid the claim and is seeking
reimbursement) must file claims within one year of the date of service. |f Medicare is
the primary insurer, the provider and insured will have eighteen (18) months to file
claims. Failure to file a claim in a timely manner will result in the denial of the claim by
the PEIA, and the PEIA will have no further obligation to pay the claim.
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Oﬁt-of—State Claims. Claims for services from out-of-state providers may be
processed differently than in-state claims, ‘depending on whether the provider
participates in the Out-of-State Provider Network. - -

Out-of-State Provider Networks. Under the current TPA-C contract and the
PEIA/Acordia N etwork, P EIA insureds have access to the Beech Street and Medical
Mutual of Ohio (MMOH) SuperMed Plus Provider Networks. These networks allow a
PEIA insured access to provider discounts on a. national basis. Before obtaining the
service, the insured should determine whether the provider is a member of the .
PEIA/Acordia Network, which includes the Beech Street and MMOH SuperMed Plus
Network. Insureds who receive services through these networks will not be subject to
balance billing. The insured must pay any copayment, coinsurance and/or deductible
due under the Medical Benefits Plan. A more detailed description of these networks is
contained in Appendix F.

Out-of-State Waiver Program. When an insured receives services out of state
_ from a provider that does not participate in the Acordia/PEIA Network, they may be
subject to balance billing. In such circumstances, the insured may apply to PEIA
requesting that the PEIA pay amounts exceeding the allowable charges under the Plan.
The insured may request an Out-of-State Waiver form from the PEIA, complete the
form and return it to the PEIA. The Director, has sole discretion, to grant the out-of-
state waiver under the following circumstances:

1. The PEIA is the primary payer,

2. The insured is billed for amounts that exceed the PEIA allowable charge;
3. It was necessary for the insured to receive the service for one of the following
reasons:

* an emergency arises and out-of-state care can be reached more quickly,
* the insured lives or is traveling out of state, or

* the medically necessary service is not available in West Virginia, or

* is not available within a reasonable travel time in West Virginia; and

4, If the insured has secondary insurance, an EOB from the secondary insurance
must be submitted with the request.

If granted, the PEIA will pay the balance owed for covered services to the out-of-
state provider, subject to an additional $500 annual deductible that will be applied
against any amount over the allowable charge. This deductible, determined on a Plan
Year, can be accumulated by an individual or a family. Under the PEIA PPB Plan,
waivers will not be approved for amounts applied to the out-of-network deductible or
coinsurance, copayments, or non-covered services, or for penalties. -
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Claims Incurred Outside of the U.S. Insureds who .incur medical or
pharmaceutical expenses outside the United States may be -eligible to receive
reimbursement from the PEIA. The: insured must forward a completed copy of the
appropriate PEIA claim form along with the itemized bill to the TPA-C or TPA-P. The
TPA will process the claim and determine the applicable exchange rate.

Court-Ordered Dependents. The legal custodian of a child covered under the
non-custodial parent's plan-as a result of a court order may submit claims for
reimbursement directly to the TPA-C and TPA-P. The legal custodian must submit a
certified copy of the divorce order requiring that coverage be provided by the non-
custodial parent. The custodial parent must obtain a Court Ordered Dependent Claim
Form and submit this form with an itemized bill. Reimbursement for claims will be
processed and paid to the custodial parent if the claim indicates payment by the
custodial parent. If the provider is paid, the custodial parent will receive the EOB.

Assignment of Benefits. In accordance with W. Va. Code § 16-29D-4, any
West Virginia provider who elects to see a PEIA insured must accept assignment of
benefits. The provider may collect any copayment, coinsurance, or deductible that
‘would be due under the M edical Benefits Plan at the time of service, if the provider
knows the current allowed amount. Any provider who renders emergency medical
service necessary to treat a life threatening situation of a PEIA insured is not bound to
accept assignment of benefits; however, once the patient is stabilized, any further
services by the provider are subject to this provision. Providers who contract directly
with the PEIA must accept assignment at all times.

Cost Controls

Coordination of Benefits (COB). In an effort to control health care costs, the
PEIA has a coordination of benefits (COB) provision. Under this provision, when a
PEIA insured also has coverage under another policy or policies, the rules described in
Appendix G will determine how the PEIA will pay benefits.

Subrogation. |fthe PEIA pays an insured’s medical expenses for an illness,
injury, disease or disability for which another person is legally liable, the PEIA has the
right of subrogation. This right of subrogation allows the PEIA to be reimbursed for the
expenses it has already paid, if the responsible person pays the insured, or pays a
providér on the insured's behalf. The PEIA can only collect amounts that are related to
that illness, injury, disease or disability.

The PEIA has the right to seek repayment of expenses from, among others, the
party that caused the sickness, injury, disease, or disability, his or her liability carrier or
the insured’s own auto insurance carrier in cases of uninsured, underinsured medical
payment coverage. = Subrogation applies, but it is not limited to, the following
circumstances: :
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- Payments made directly by the person who is liable for the insured's sickness,
. injury, disease, or disability, or any insurance company which pays on behalf of
that person, or any other payments on his/her behalf; :
- Any payments, settlements, judgments, or arbitration awards paid by any
. insurance company under an uninsured or underinsured medical payment policy
on the insured's behalf; and

— Any payments from any source designed or intended to compensate the insured
for medical treatment of the sickness, injury, disease, or disability sustained as
the result of the negligence or wrongful action or alleged negligence or wrongful
action of another person.

This right of subrogation constitutes a lien against any settlement or judgment
obtained by or on behalf of an insured for recovery of such benefits.

When an insured incurs medical expenses for which the PEIA has a right of
subrogation, the insured must:

— Notify the PEIA in writing of any injury, sickness, disease, or disability for
which the PEIA has paid medical expenses on the insured's behalf that may
be attributable to the wrongful or negligent acts of another person;

— Notify the PEIA in writing if the insured retains services of an attorney, and of
any demand made or lawsuit filed on the insured’s behalf, and on any offer,
proposed settlement, accepted settiement, judgment, or arbitration award;

— the PEIA has the right to seek repayment of expenses from, among others,
the party that caused the sickness, injury, disease or disability, his or her
liability carrier or the insured’s own auto insurance carrier in cases of
uninsured, underinsured or medical payment coverage; and

- Promptly reimburse the PEIA for benefits paid on the insured's behalf
attributable to the sickness, injury, disease, or disability, once the insured has
obtained money through settlement, judgment, award, or other payment.

Failure to comply with any of these requirements may result in:

- PEIA’s wi{hholding payment of further benefits or recovery of payment from
the provider, and

_ The insured being obligated to pay attorney’s fees and/or other expenses
incurred by the PEIA in obtaining the required information or reimbursement.
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These provisions shall not limit -the PEIA with respect to any other remedy
provided by law. This right of subrogation shall apply without regard to the location of
the event which led to or caused the applicable sickness, injury, disease or disability.

_ As with any claim, the claims resulting from an accident or other incident which
may involve subrogation, must be submitted within the PEIA’s filing requirement. It is
. not necessary that any settlement, judgment, award, or other payment from a third party
have been reached or received before filing a claim with the PEIA.

Balance Billing. When PEIA is the primary payer, physicians, facilities, and
other health care providers (with the exception of pharmacists and oral surgeons
performing services on an outpatient basis) located within the State of West Virginia
must accept as payment in full the maximum allowed amount established by the PEIA
for covered services. This provision is not subject to waiver by the insured. Such
providers are prohibited from billing members for any charges other than deductibles,
coinsurance, copayments, and for services not covered by the Plan. Where the
services are provided outside of the State of West Virginia or where PEIA is the
secondary payer, the above balance billing prohibition does not apply. In addition, the
insured will not be balance billed if the service is provided by a participating

Acordia/PEIA Network Provider.

Recovery of Overpayment, incorrect Payments, or Payments Made for
Which a Third Party is Responsible. The PEIA has the right of recovery from any
insured, provider or any other person or entity for benefits paid which are subsequently
determined to be excessive, for non-covered services, are paid by PEIA when another
party is responsible for the claim, or are otherwise improperly or incorrectly made.
Failure of an insured or provider to cooperate fully with the PEIA to secure recovery of
any such overpayments or incorrect payments from the insured or an entity to whom
such overpayment have been made will result in either the amount of the overpayment
being deducted from other benefits which are, or may become, payable to or on behalf
of the insured; or from benefits payable to the provider or the PEIA withholding benefits
entirely.

This provision shall not limit the PEIA with respect to any other remedy provided
by law.

Fraud or Misrepresentation. Insureds who intentionally provide false or
misleading information to the PEIA or its TPAs are subject to termination of coverage.
In addition, PEIA may proceed with civil action to recover any moneys expended and
may report such activities to the appropriate law enforcement agency.

Providers who knowingly provide false or misleading information to the PEIA or
its TPAs will be reported to the appropriate law enforcement agency and/or licensing
board. In addition, the PEIA may proceed with a civil action to recover any moneys
owed it. ‘ -
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In accordance with W. Va. Code § 5-16-11(a), the PEIA may withhold any
payments due an insured or provider, or may directly offset any payments owed an

insured or provider for whom it has evidence that the insured or provider has received
an overpayment or unauthorized payment through fraud or misleading information.

Before the PEIA withholds or retains moneys as an off-set, and before the PEIA
elects to terminate coverage of an insured based on the insured’'s providing false or
misleading information, the PEIA must provide the insured or provider with an
administrative hearing before the Director.

Appeals

An insured or a provider has the right to appeal the denial of a claim or the denial
of a request for service (e.g., precertification, extension of a hospital stay, non-covered
service). Before starting the appeal process, the provider or insured should contact the
appropriate TPA to determine if the denial was an administrative error.

The first stage of the appeal is to the TPA that denied the claim or service. The
provider or insured must file a written request for appeal within sixty (60) days of notice
of the denial. The written request should contain the following information:

Name of the insured and/or provider, address and telephone number;
Description of claim or service that was denied;

Date denial was received,

Reason given for the denial;

Reason why the claim or service should not have been denied,

The Explanation of Benefits if the claim has been processed; and

Any additional information that supports the insured’'s or provider's
position.

Nookwhb =

Once received by the TPA, the TPA will render a written decision on the appeal
within thirty days. This thirty day period may be extended if it is necessary for the TPA
to obtain additional information before rendering a decision.

. If the appeal is denied by the TPA, the provider or insured may appeal the matter
to the Director of the PEIA. This appeal must be filed with the Director within sixty (60)
days after receipt of notice of the denial of the first level appeal by the TPA. The
second level appeal must be in writing and contain the same information provided to
the TPA. The Director will render a written decision within 30 days, unless further
information is need in order to render a decision.
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Vi
PRESCRIPTION DRUG PLAN g

Introduction

The PEIA Prescription Drug Plan works in coordination with the Medical Benefits
Plan to assist in the payment of health care costs for PEIA .insureds. The PEIA
Prescription Drug Plan is ayailable to all Participants in the PEIA PPB Plan.

Both the claims-processing and utilization-review functions of the Prescriptibn
Drug Plan are administered by the TPA-P.

Deductibles, Copayments and Plan Maximums

Deductibles. Before the PEIA pays for the cost of covered prescription drugs,
the insured must have met an annual deductible. This deductible is $75 per person and
$125 per family for each Plan Year. Covered prescription drug purchases will be
counted toward the annual deductible in the Plan Year of purchase, not the Plan Year
they are billed to the PEIA. Only allowed expenses will be counted toward the
deductible. Expenses that should be billed through the Medical Benefits Plan, including
certain prescription drugs such as Hyalgan, Synvisc, immunizations and immune
globulins will not be counted toward the Prescription Drug Plan deductible.

. Copayments. Once an insured’s annual deductible has been met, the
Prescription Drug Plan will pay a portion of the cost of the insured’s covered
prescription drugs. The amount exceeding the deductible that the insured is
responsible to pay is known as the copayment amount. PEIA’'s portion of the covered
prescription costis dependenton the type of drug and whether it is dispensed by a
Network Pharmacy, a non-Network Pharmacy, or through the TPA-P’s mail order
service. A chart showing the current copayments under the Prescription Drug Plan is
contained in Appendix H. :

If a prescription is filled at a non-Network Pharmacy, the insured is responsible
for the entire cost of the medication at the time of purchase and the claim can later be
submitted to the TPA-P for payment. The insured will be reimbursed PEIA’s allowed
amount for the drug, which is based on the Average Wholesale Price (AWP) less the
PEIA discount, minus the dispensing fee and a $3.00 processing fee. The insured will
be responsible for any difference in the submitted amount and the allowed amount.

Copayments (Retiree Drug Copay Assistance)

Retired employees whose total annual income is less than 200% of the current
federal poverty level, may receive assistance in paying a portion of their drug
copayments. Applicants must be enrolled in the PEIA PPB Plan. . Managed care
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members are not eligible for this program. Applications are mailed to all retired PPB
Plan members annually. (See Appendix H.)

Plan Maximums. There are no annual maximums, lifetime maximums or out-of-
pocket maximums with the Prescription Drug Plan. Payments made under the
Prescription Drug Plan, whether by the PEIA or the insured, will not count toward any
plan maximums in the Medical Benefits Plan.

Brand vs. Generic

If an insured’s doctor prescribes any generic drug, the copayment at a network
drug store is $5.00 for up to a 34-day supply. If the medication is a brand-name and is
included on the Preferred Drug List (PDL), the copayment at a Network Pharmacy is
$15.00. However, if the insured chooses a Non-Preferred brand-name drug, or if the
physician prescribes the Non-Preferred brand-name drug, the copayment is $25.00. if
an A-B rated generic drug is available, but the insured or the physician feel the brand-
name drug is necessary, the insured will pay the $5.00 generic copayment plus the
difference in cost between the brand and the generic. If medical necessity of the multi- -
source brand-name product is documented by the physician, a prior authorization will
be approved. However, the medication will be covered as a Non-Preferred brand-name
drug. ' o ' '

Providers

Pharmacy Network. In order to control costs and ensure quality service, the
PEIA utilizes the services of a pharmacy network. Services from a Network Pharmacy
include: | '
— acontrolled price on the cost of prescriptions;

— electronic claims filing; and,

— the insured’s only having to pay the copayment at the time of the dispensing of
the medication, providing that their prescription drug deductible has been met.

PEIA Network pharmacies should display a sign indicating that they are part of
the Network. An insured who has a question whether a pharmacy is in the PEIA~
Network may either contact the specific pharmacy or the TPA-P. The network includes
. most pharmacies in West Virginia and large chain pharmacies out of state. The PEIA
will include Plan incentives to encourage the use of the Network by PEIA insureds.

Non-Network Providers. The PEIA will pay for prescriptions filled at a non-
Network Pharmacy, however, a higher out-of-pocket expense will apply (see Appendix
H). T he insured must pay the full price of the non-Network claim at the time of the
dispensing of the medication and seek reimbursement from PEIA for the covered
amount (see Filing Claims in this section). The insured will be reimbursed PEIA’'s
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allowed amount for the drug, which is based on the Average Wholesale Price (AWP)
less the PEIA discount, minus the dispensing fee and a $3.00 processing fee.

A non-Network Pharmacy may riot be familiar with prescription drugs covered
under the PEIA Prescription Drug Plan. The non-Network Pharmacy or the insured
may contact the TPA-P to determine whether the prescription drug will be a covered
expense by the PEIA. Determining whether the prescription is covered under the PEIA
Prescription Drug Plan is the ultimate responsibility of the insured, and the PEIA will
not reimburse the insured for any prescription drugs not covered, even if the insured
mistakenly thought the prescription was a covered expense. :

Mail Order Service or Retail Maintenance Pharmacies

Through the current TPA-P, PEIA insureds have access to a prescription mail
order service or retail maintenance pharmacies. Drugs prescribed by a physician that
are included on the Maintenance Medications List can be filed by mail or at a
participating retail maintenance pharmacy in.a supply of up to 90 days for the price of
two copayments (see Maintenance Medications this section). The insured must
submit a prescription from the physician written for a 90-day supply along with a
completed Mail Service Pharmacy Order Form and payment to the TPA-P. The insured
should notify the TPA-P of any changes in prescription information by submitting a new
form. Refills of maintenance medications can be placed over the phone by contacting
the TPA-P's customer service department. Any prescriptions submitted to the TPA-P
that are not available by mail order will be returned to the insured.

Covered Prescriptions

Specific Prescriptions. The following prescription drugs and medical items are
covered under the Prescription Drug Plan when prescribed by a provider authorized by
law to prescribe the medication: ' :

- Aerochamber spacers,

- Compound medication of which at least one ingredient is a legend drug,

- Disposable needles/syringes,

- . Glucometer Dex sensor cartridges,

- Glucometer Elite test strips,

- Glucose elevating agents,

- Inspirease spacers,
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- Insulin,

~ Lancets,

- Legend contraceptives, oral or other, except those listed below will be
covered for policyholder and spouse only. Injectable contraceptives may
be dispensed in up to a 90-day supply. Exception: Emergency oral
contraceptives (e.g., Preven, Plan B) are not covered,

- . L'egend drugs. Exceptions: See Exclusion list in this'Section,

- Methylphenidate (e.g. Ritalin) is covered for individuals through the age of
18 years, and .

- Tretinoin topical (e.g. Retin-A) for individuals through the age of 26 years.

Preferred Drug List. The current TPA-P for PEIA offers a listing of brand-name
and generic medications that have been proven to be safe, effective treatments and are
available at a reduced cost. The copayments for drugs listed on the Preferred Drug List
(PDL) are $5.00 for generic and $15.00 for brand-name drugs. '

The PDL includes drugs to treat the following conditions:

— Allergies/Asthma — antihistamines, beta agonist and corticosteroid inhalers,
corticosteroid nasal sprays; :

— Antineoplastic and Immunosupressants — alkylating agents, antimetabolites,
androgens, and hormones.

- Anxiety—énxiolytics;

_  Arthritis — non-steroidal anti-inflammatory drugs (NSAIDs); '

- Biotechnology — interferons and growth hormones;

_ -Cardiovascular — ACE inhibitors, angiotensin Il receptor blockers, alpha-1
blockers, beta blockers and calcium channel blockers for high blood pressure;
HMG Co-A reductase inhibitors for high blood cholesterol;

_ Depression — antidepressants;

- Dermatological/Topical — corticosteroids, anesthetics and acne;

_ Diabetes — insulin, blood glucose strips, sulfonylureas;
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- Gastrointestinal conditions — Ha antagonisfs, proton pump inhibitors to treat
ulcers and reflux; : ' :

- Glaucdrﬁa — alpha agonist, beta blockers, carbonic anhydrase inhibitors,
prostaglandin;

— Infections — antibiotics, antifuhgals, and antivirals to treat common infections like
bronchitis, ear infections, toenail and fingernail infections, herpes;

- Migraine — selective serotonin -1 receptor agonists;

- Urological — anticholinegics, antispasmodics and benign prostatic hyperplasia
therapy,

— Vitamins — prenatal and multi-vitamins; and

- Women's health conditions — hormone replacement (menopause), oral
contraceptives, selective  estrogen receptor modulators (osteoporosis
prevention). - ' ' :

A PDL is distributed to all insureds and is also available by contacting the TPA-P
. or on-line at www.peia.state.wv.us. ' '

Prescriptions Requiring Prior Authorization. Some prescriptions are covered
if the insured receives prior authorization from the TPA-P. To qualify for coverage, the
insured’s physician must contact the TPA-P to verify medical necessity and the length
of treatment. Approval of the prescription is at the discretion of the TPA-P, and shall be
for no more than one year. If it is medically necessary for the treatment to continue
beyond one year, the provider must contact the TPA-P again to verify medical necessity
prior to the end of the authorization period. ‘

The following prescriptions will be covered with prior authorization from the TPA-
- Amphetamines for individuals 19 years of age and older;
— Celecoxib (Celebrex);
— Dolasetron (Anzemet);
— Donepezil (Aricept);
~ Erythroid Stimulants (Epogen, Procrit);
— Etanercept (Enbrel);
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- Fluconazole (Diﬂuban);
— Gransetron (Kytril);

—~ Growth hormones;

- ltraconazole (Sporanox);
- Lansoprazole (Prevacid);

— Legend oral contraceptives for dependents (covered for treatment of medical
conditions only);

~ Leuprolide (Lupron, Lupron Depot);
- Methylphenidate (e.g., Ritalin) for individuals 19 years of age and older;
- .Modaﬁnil (Provigil), for individuals 19 years of age and oider;
— Myeloid Stimulants (Neupogen, Leukine, Neumega);
- Omeprazole (Prilosec);
— Ondansetron (Zofran);
- — Pantoprozole (Protonix);
- ’Rabeprazole (Aciphex);
— Rivastigmine (Exelon);
— Rofecoxib (Vioxx),
-~ Tacrine (Cognex);
—~ Terbinafine (Lamisil);
-~ Tramadol HCI (Ultram), and
— Tretinoin topical (e.g., Retin-A cream) for individuals 27 yearé of age or older.

Exclusions. The following prescriptions are excluded from the Prescription
Drug Plan:
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Anoretics (any drug used for the purpose of weight loss). Exceptions:
Amphetamines are covered for individuals through the age of 18;

Anti-wrinkle agents (e.g., Renova);

Birth control drugs for dependent children;

RU-486 -

Butorphanol nasal spray (Stadol);

Charges for the administration or injection of ény drug;-
Codeine/APAP/Caffeine/Butalbital (Fioricet with Codeine);
.Codeine/ASA/Caffeine/Butalbital (Fiorinal with Codeine);
Contraceptive devices énd implants;

Dermatologicals, hair growth stimulants;

Drugs labeled “Caution—limited by federal law to investigational use,” or
experimental drugs, even though a charge is made to the individual;

Drugs requiring a prescription by state law, but not by federal law (state
controlled) are not covered,; '

Emergency oral contraceptives (Preven, Plan B);

Hyalgan

Imm-unization agents, blood or blood plasma, biologicals;

Impotence medications;

Levonorgestrel (Norplant);

Medication which is to be taken by or administered to an individual, in whole or in
part, while a patient in a hospital, rest home, sanitarium, extended care facility,

or convalescent hospital;

Non-legend drugs other than those listed above;
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Pentazocine/Acetaminophen (Talacen),
Prescription drug charges not filed within 12 months of the purchase date;

Réquests for more than a 34-day supply of an acute medication or more than a

- 90-day supply of maintenance medication;

Smoking deterrent medications contaihing nicotine or. any other smokirig
cessation aids, all dosage forms, except when enrolled in the tobacco cessation
program;

Synvisc;

Therapeutic devices or appliances, including support garments and other non-
medicinal substances, regardless of intended use, except those listed above;

Vaccines.

In addition, the following drugs are not covered under the Prescription Drug Plan

but are covered under the Medical Benefits Plan when approved by the TPA-UM:

Biological sera;
Blood or blood products;

Contraceptive devices and implants;

_Hylagan;

Immunizations;

Synvisc; and

Vaccines

Dispensing Limits

Acute Medications. Reimbursement for medication taken for short periods to

treat acute medical conditions will be limited to a 34-day supply when the prescription is
filled, and each time it is refilled. If a larger supply is purchased, the insured will be
responsible for the charge in excess of the cost of the 34-day supply.

Maintenance Medications. A maintenance drug is taken for a Iong-tefm

condition such as high blood pressure or diabetes. A 3-month (90-day) supply of a
maintenance medication can be purchased at a retail pharmacy for the price of three
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copayments. Maintenance medications can be purchased in a 90-day supply through
the TPA-P's mail order service or participating retail maintenance pharmacies at the
price of only two copayments. Any maintenance medication dispensed at less than a

90-day supply will be subject to the same copayment that would apply for an acute
medication. .

Maintenance Drug List.
- Alendronate Sodium (Fosamax) |
- Antiarthritics
. - Anticoagulants
-~ Anticonvulsants
- Antineoplastics
- Antiparkinsonism Agents
- Antisp_asmodics: Urinary Tract
_ Benign Prostatic Hypertrophy/Micturation
- Bronchodilators |
.- Cardiovascular Agents
- Copaxone
- Corticosteroids, Bronchial
- Cromolyn Sodium |
- Cytostatic Agents
- Diabetic Therapies
- Digestants
- Disposable Needles and Syringes
- Diuretics
- Enzymes, Systemic

- Estrogens'and Progestins
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- Gastrointestinal, Colitis
' - Glaucoma Agents
- Hormones, Misc.
- lmmunosupréssive Agents’
- Interferon Beta (i.e., Avonex, Betaseron)
- Lancets
- Legend. Vitamins (including Legend Hematinics, Vitamin K)
- Leukotriene Receptor Antagonists
- Lipotropics
- Lung Surfactants
- Miacalcin
- Mucolytics
- Oral Cohtracebtives (except Preven, Plan B)
- Penicillamine -
- Legend Potassium
- Thyroid Medications
- Tuberculosis Medications
- Xanthines

Managed Drug Limitation. In order to offer a wider range of medications and
manage annual drug costs, the Prescription Benefits Plan limits the amount and days
supply of some medications. Drugs classified as Managed Drug Limitation (MDL) are
only approved for a certain period of use; any requests for medication beyond the
specified limit must be approved by the TPA-P. Drugs dispensed prior to July 1, 2000,
will not be considered in calculating these limits.

The following medications are classified as Managed Drug Limitation:

'~ Brand medically necessary prescriptioris. If the medication prescribed by the -
insured's doctor is a multi-source drug, and there is an exact — or “A-B rated” -
generic on the market, and the member or doctor chooses the brand-name, the
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copayment will be the' generic dopayment plus the difference in the cost of the
brand-name and generic. Medical justification is required for prior authorization.

If prior authorization is granted, these drugs will be covered as non-preferred
brand drugs. '

Diflucan 150 mg. Coverage is limited to one tablet within a rolling 14-day period.
Fertility Drugs. Coverage is limited to three cycles per lifetime.

Inhalers (Proventil, Ventolin, Serevent, Alupent, Metaprel, Bronkosol, Brethaire,
Isuprel, Medihaler-lso, Duo-Medihaler, as well as others, including nasal sprays).
If the dosage or duration is outside manufacturer's recommendations, prior
authorization will be required. :

Imitrex, Zomig, Amerge, and Maxalt. Coverage limitations:

e Imitrex is limited to 800 mg. within a roliing 30-day period.
e Zomig is limited to 40 mg. within a rolling 30-day period.

e Amerge is limited to 20 mg. within a rolling 30-day period.
e Maxalt is limited to 120 mg. within a rolling 30-day period.

Additional medication may be approved on é case-by-case basis. A

Proton Pump Inhibitors (Prilosec and Prevacid). The first 90 days of therapy will
be covered. Therapy beyond 90 days requires prior authorization from the TPA-
P.

Ritalin (methylphenidate), Adderall, Provigil, Cylert, D-amphetamine. These
drugs are covered for insureds through age 18. For use in patients age 19 and
over, prior authorization is required. ' '

Toradol. Coverage is limited to 400 mg. per 90 days. Additional medication may
be approved as medically necessary on a case-by-case basis.

Prescription Drug Formulary

The PEIA maintains an open drug formulary to allow members access to most

medications available. It follows a three-tier copayment schedule: a generic
copayment, a brand-preferred copayment, and a brand non-preferred copayment. The
TPA-P will publish and distribute a list of preferred medications, known as the Preferred
Drug List (PDL). These medications are clinically appropriate alternatives while also
being the most cost effective. Insureds are not limited to PDL medications, but may
take advantage of the discounts available on the drugs that are included in the listing.
The PDL will be sent to all insureds. !
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Bayer Glucometer® Program

Diabetic PEIA PPB insureds have access to a free glucometer program made
possible through PEIA and Bayer. Bayer provides the Glucometer® Dex® and the
Glucometer Elite® XL and the Glucometer Elite® at no charge to insureds.

The Plan also covers Glucometer Elite® test strips and Glucometer® Dex®
sensor cartridges. PEIA insureds must have a current prescription for a glucometer on
file at their participating pharmacy to receive their free Bayer Glucometer. This program
is for insureds who have the PEIA PPB plan as their primary insurance carrier. if
another insurance is primary, including Medicare, then the Bayer Glucometer expenses
must be submitted to the primary insurance carrier. After the primary insurance has
processed the charges, submit a paper claim to the TPA-P along with a copy of the
Explanation of Benefits from the primary insurer.

Tobacco Cessation Program

A member interested in nicotine replacement products or bupropion will be
referred to the physician by the Quit Line. PEIA will cover prescription and non-
prescription tobacco cessation products. Non-prescription products will be covered only
if dispensed by prescription. The member must call the Quit Line with the prescription
that the physician has written. This will serve as prior authorization for the medication.
Prescriptions will be covered by PEIA with the usual copayments for twelve weeks,
based upon whether the product is generic, brand-preferred, or brand non-preferred.
This benefit is covered twice per lifetime, once per Plan year.

Utilization Review

The TPA-P shall be responsible for the utilization review function of the
Prescription Drug Plan. The purpose of utilization review is to insure that medications
prescribed for insureds are medically appropriate. When possible, the TPA-P will
inform the dispensing pharmacy of a contraindicated drug before the drug is dispensed.
While the TPA-P shall review prescriptions for over-utilization and contraindicated
prescriptions, neither the PEIA nor the TPA-P assumes any responsibility for the
medical care or treatment of an insured. The insured should consult with his/her
treating provider and the dispensing pharmacist concerning the medication that has
been prescribed.

The utilization review program will focus on the following issues of prescription
drug utilization: ) .

— OQver-utilization;

-~ Under-utilization;
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- Duplicate claims;

- Excessive daily dose;

- Insufficient daily dose;

— Therapeutic duplication;

— Drug-to-drug 'interaction; |

- Drug/age contraindication; and

- Drug/pregnancy contraindication

By participation in the Prescription Drug Program, the insured has authorized the

PEIA and the TPA-P to provide and receive information related to an insured's

prescription from providers and pharmacies.

Filing Claims.

The TPA-P is responsible for processing all prescription drug claims. In order to
be paid under the Prescription Drug Program, the claim must be received by the TPA-P
within one year of the date that the prescription was filled.

Network Pharmacies. Claims for prescriptions dispensed by a Network
Pharmacy will be submitted electronically to the TPA-P. Claims will be approved prior
to dispensing. The insured will be responsible for any copayment or deductible amount
at the time the prescription is dispensed.

Non-Network Pharmacies. Claims from non-Network pharmacies must be filed
using the PEIA Prescription Drug Claim Form. This form, which can be obtained from
the PEIA or the TPA-P, must be filled out by the dispensing pharmacist and forwarded
either by the pharmacist or the insured to the TPA-P. When using a non-Network
Pharmacy, the insured is responsibie for paying the full amount at the time the
prescription is dispensed, unless the insured and the pharmacy reach a different
agreement.

Filing Claims for Court-Ordered Dependents. Prescription drug claims for
court-ordered d ependents will be processed using the Social S ecurity number of the
policyholder currently on file with PEIA.

Claims Incurred Outside the U.S. Claims for prescriptions filled outside the

U.S. will be processed in the same manner as such claims are handled under the
Medical Benefits Plan, except that prescription drug claims must be sent to the TPA-P
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and the PEIA prescription drug claim form must be completed. (see Section V, Medical
Benefits Plan, Claims).

Appeals
Appeals of decisions made by the TPA-P will be processed in the same manner

" as appeals filed in the Medical Benefits Program, except that the first level of the appeal
is to the TPA-P (see Section V, Medical Benefits Plan, Appeals).
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VI -
MANAGED CARE PLANS

Introduction

The PEIA offers to certain ‘policyholders and their dependents the option to
participate in one of the managed care plans available through the PEIA.

'PEIA will select and contract with qualified managed care plans to offer medical
coverage to eligible PEIA insureds. While the managed care plans are non-
governmental entities wholly separate and distinct from the PEIA, those members who
select the managed care option are still regarded as Participants in the PEIA Plan.

Participation

Eligibility. All participating employers in the PEIA Plan must offer to their
eligible employees the choice of selecting the PPB Plan or any PElA-authorized
managed care plan. Qualifications for participation in a PEIA-authorized MCO are the
same as those requirements set forth in Section Il of this Plan, except as specifically
noted in this section. By selécting an MCO for medical coverage, the policyholder is
agreeing that the insured and the insured’s enrolled dependents will receive routine
medical care in accordance with the guidelines established by the MCO. ‘In addition to
each plan’s service area, the Shopper's Guide contains a summary of each plan’s
benefit offerings, monthly premiums and copayment schedule. ! '

All policyholders and their enrolled dependents are eligible to participate in a
PEIA managed care option, unless the policyholder or an enrolled dependent is eligible
to have Medicare as their primary insurer. If the policyholder or any covered dependent
has Medicare as their primary insurer, the policyholder may not select an MCO. Should
Medicare become the primary insurer for the policyholder or one of the covered

dependents during a Plan Year, the policyholder and dependents must enroll in the
PPB Plan.

Dépéndents must participate in the same plan as their sponsoring policyholder.
Dependents living outside the service area of the MCO in which they are enrolled must
receive all routine medical services through their PCP.

A Non-Medicare insured who becomes a policyholder as a surviving dependent
or through COBRA eligibility may select either the PPB Plan or a managed care plan
during open enroliment, but may not change plans during the Plan Year as a result of
their achieving policyholder status. :
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Prior to each open enrollment period, PEIA produces the Shopper's Guide, a
reference document developed to assist policyholders in the selection of a medical
benefit plan. :

Enroliment.

Open Enroliment Period. Eligible policyholders may select a P EIA authorized
managed care plan during the annual open enroliment period. The open enroliment
period is held each year for approximately 30 days. The PEIA will provide policyholders
with advance notice of the dates of the annual open enrollment and a copy of the
‘Shopper's Guide.

A policyholder already enrolled in a medical plan who does not wish to change
coverage will be automatically re-enrolled in that plan for the next Plan Year. It is not
necessary to complete another enroliment form.

A policyholder who selects a managed care plan must remain in the Plan for the
full Plan Year, unless there is a qualifying event to permit the policyholder to change
coverage. '

Changes in Coverage Outside Open Enrollment Period. A policyholder enrolled
in a managed care plan may make changes outside of the open enrollment period only
as a result of one of the following qualifying events:

- Marriage, resultjng in the addition of a spouse to the contract,

— Divorce, resulting in the termination of a spouse or dependent,

— Death, resulting in the termination of a spouse or dependent,

- Birth or adoption of a child,

- Loss of employment pf spouse, resulting in the addition of spouse to contract,
- Marriage, resulting in the termination of the policyholder due to other coverage,
- Unpaid Leave of Absence, resulting in the termination of the coverage,

- Moving out of the service area, resulting in the termination of the coveragé, or

— Age, marriage, or change in full-time student status, resulting in the termination
of a dependent child.

_ Additions outside of an open enroliment period must be made in the month of or
the month following a qualifying event. Coverage will be effective on the first day of the
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month following enrollment, or in the case of newborns, on the date of birth. Any
additions not made within these time frames may not be made until the next open
enroliment. All deletions must be made within 60 days of the qualifying event.

.Any dependent added to a managed care plan as a result of a qualifying event
will not be subject to pre-existing condition limitations. -

While the PEIA authorizes policyholders to make changes under the above-listed
circumstances, those p olicyholders who participate in an IRS Section 125 Plan must
consult their Section 125 Plan and IRS regulations to determine whether such change
would be permitted by the IRS. ' : Y

A physician's departure from a managed care plan does not qualify a managed
care plan member to change plans. The member will be offered the opportunity to
choose another participating physician from the Plan's network. |f the withdrawing
physician is the member’s primary care physician (PCP), and the member does not
choose another PCP, the member will be assigned a PCP by the Plan.

Commencement of Coverage. Coverage for members enrolled during an open
enroliment period will bégin on the first day of the new Plan Year. Commencement of
coverage for members enrolled outside the open enrollment period will be the first day
of the month following the enroliment. Coverage for newborns enrolled during the
manth of or the month following birth will begin on the date of birth.

Termination of Coverage. A policyholder and dependents must remain in the
plan selected by the policyholder for the full Plan Year, unless there is a qualifying
event that would allow the policyholder to terminate coverage.

Transfer Between Agencies. A memberof a managed care plan who transfers
from one participating state agency to another during a Plan Year must remain in the
‘managed care plan for the balance of the Plan Year. The member can only change
plans during the Plan Year if the transfer moves him or her out of the service area of
the Plan so that accessing care is unreasonable. :

. &

In certain extraordinary circumstances, the Director may allow the policyholder to
terminate coverage with an MCO outside of an open enrollment period and without |
having a qualifying-event as described in this section. A policyholder may apply to the
Director in writing describing why it would create an undue and unreasonable hardship
for him/her to remain in the managed care plan through the Plan Year. The decision to
allow the policyholder to terminate coverage under this provision is solely at the
discretion of the Director. The fact that a policyholder’s or their dependent’s primary
care physician, specialist, or preferred facility voluntarily left the managed care network
will not be considered a justifiable reason to terminate the policyholder’s coverage with
the MCO.
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As previously stated, if the policyholder's premium is paid with pre-tax dollars,
there are certain IRS restrictions that apply to termination or changes in coverage. A
policyholder participating in an IRS Section 125 Plan should consult that Plan to
determine whether he/she may terminate or change coverage.

Copayments, Deductibles and Plan Maximums.

Copayments due under an MCO plan are payable by the member at the time the
service is provided. M CO plans typically do nothave m edical d eductibles or out-of-
pocket maximums.

Premiums

State agencies, colleges, universities and county boards of education pay the
same “employer” premiums for the same tiers of coverage whether the policyholder
participates in the PEIA PPB Plan or a managed care plan. Cost differences among
the plans are borne by the employees who participate in the plans. Except with respect
for retirees, non-state agencies (local government entities) determine what portion of
the premium will be paid by the employer, and what, if any, will be paid by the
employee. Premiums are paid to PEIA which, in turn, pays a capitation amount to the
MCO for each enrolled policyholder. Premiums are published in the Shopper's Guide
each year prior to Open Enroliment. -

Capitation Rates

A capitation rate is the amount that the PEIA will pay to an MCO for providing
medical care and prescription drug coverage to a PEIA member. The Director will set
capitation rates for each coverage tier allowed in the PPB Plan.

Administration

In order to administer the managed care offering, the PEIA, MCOs, employers
and policyholders all must recognize and fulfill certain responsibilities. The following is
not intended to be an exclusive list of those responsibilities. Further responsibilities
may be contained in the managed care contracts and on enroliment forms.

Responsibilities of PEIA. The PEIA is responsible for the following:

- Disseminating information regarding managed care options, restrictions and
limitations so that policyholders may make informed choices;

— Processing new enrollments, changes in enrollment, terminations of enroliment
and verifying eligibility to enroll in a managed care plan;

— Furnishing eligibility data to managed care plans;
113



Billing and receiving premiums from employers, retirement plans and individual
policyholders, as appropriate; and,

Paying MCOs those capitation rates as agreed upon in the managed care
contracts. '

Responsibilities of MCOs. MCOs offering benefits to PEIA members are

responsible for the following:

: Prpviding to PEIA members those benefits set forth in the evidence of coverage;

Maintaining adequate provider contracts to insure that PEIA members have
appropriate access to services as required by the West Virginia Department of
Insurance; ‘

Providing eligible policyholders with inforrﬁation concerning their plan;

Providing enrolled members with an identification card and evidence of coverage
prior to the commencement of coverage;

Resolving member grievances in a timely and fair manner; and
Performing other duties as outlined in the managed care contract.
Responsibilities of Employers. Employers shall be responsible for following:

Knowing the managed care offerings in their geographic area so they may direct
employees to the correct source of information;

Communicating eligibility and enroliment data to the PEIA as soon as the
information becomes available; and

Collecting and paying to the PEIA by the 25th day of each month the employer
and employee share of the premium.

Responsibilities of Policyholders. Policyholders who select one of the
managed care plans authorized through the PEIA are responsible for the
following:

Selecting a health plan selection for the Plan Year during open enroliment;

Reviewing and understanding managed care options, limitations and restrictions
prior to selecting a plan; and, '
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— Communicating eligibility/enroliment changes to the employer immediately as
such information becomes available.

Benefits

The benefits package provided to PEIA must be an existing commercial benefit
package offered to other clients and approved by the West Virginia Department of
insurance. Benefits, limitations and exclusions in an MCO plan must clearly be set out
in the Plan description provided to members.

!

Solicitation

All solicitation material to be sent to PEIA insureds is subject to inspection and
prior approval by the PEIA.
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viil

LIFE AND ACCIDENTAL DEATH AND -
DISMEMBERMENT INSURANCE (AD & D)

Introduction

The PEIA contracts with a life insurance carrier (“Carrier”) to offer term life insurance
and AD&D plans to active employees and term life insurance to retired employees through a
group life insurance policy. The current carrier is listed in Appendix A. Active and retired
employees can choose basic life insurance, optional life insurance, and optional dependent
life insurance. Each of these coverages is described below.

Basic Life and AD&D Insurance ‘

Active employees may select basic life insurance. For active employees, this benefit
plan also includes coverage for accidental death and dismemberment. Retired employees
are eligible only for the basic life coverage.

Basic life and AD&D insurance is decreasing term coverage. The amount of benefits
depends on the age and employment status of the insured as set forth below.

Basic Life Insurance Benefits

Amount of Benefits. Upon receipt of proof of death of an employee, the Plan will
- provide the following Basic Life Insurance_beneﬁts:

Active Employees:

Amount of Amount of

Life Coverage AD&D Coverage
Under age 65 $ 10,000 $ 10,000
Between ages 65 and 70 $ 6,500 $ 6,500
Age 70 and older $ 5,000 - $ 5,000

Retired Employees: '

Amount of Amount of

_ Life Coverage AD&D Coverage
At retirement $ 5,000 $ 0
At age 67 and older $ 2,500 $ 0
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Disabled Employees (Disabled Prior to Age 60):

Amount of Amount of

Life Coverage AD&D Coverage
Under age 65 $ 10,000 $ 0
Age 65 but Under Age 70 $ 5,000 $ 0
Age 70 or older $ 2,500 $ 0

Optional Life and Accidental Death and Dismemberment (AD&D) Insurance

Active employees can elect optional life and an equal amount of AD&D coverage.
Retired employees can elect optional life insurance, but not the AD&D coverage. The
employee can choose from ten levels of decreasing term coverage for active and seven
levels of decreasing term coverage for retired employees, depending on the age and
employment status of the employee as follows:

Active Employee -- Optional Life and AD&D

Age Plan | Plan il Planlil PlanlV Plan V Pian Vi Plan Vil Plan Vil Plan iX Plan X

Under $5,000 $10,000 $20,000 $30,000 $40,000  $50,000 $75,000 $100,000 $150,000  $200,000
65 . .

65-69 $3,250 $6,500 $13,000 $19,500  $26,000 $32,500 348,750  $65,000 $07,500  $130,000

70 & $2,250 $4,500 §$ 9,000 $13,500 $18,000 $22,500 $33,750 $ 45,000 $67,500 § 90,000

over

Retired Employee -- Optional Life with no AD&D

Age Plan | Plan il Plan il Plan IV Plan V Plan Vi Plan VIi
Under 65 $ 5,000 $ 10,000 $ 20,000 $ 30,000 $ 40,000 $ 50,000 $75,000
65-69 $ 3,250 $ 6,500 $ 13,000 $ 19,500 $ 26,000 $ 32,500 $48,750
70 &over _ $ 2,250 $ 4,500 $ 9,000 $ 13,500 $ 18,000 $ 22,500 $33,750

Increasing the Optional Life Insurance Benefit. An employee who wants to increase
the Optional Life Insurance benefit will be required to submit a statement of insurability form.
A medical examination, paid for by the employee, may be required.

Continuation of Coverage During Leave of Absence. An employee on an approved
leave of absence may continue Optional Life Insurance by paying the required premiums if
coverage under B asic L ife I nsurance Plan is continued through the period of the leave of
absence.

Optional Dependent Life and AD&D

in addition to the Optional Life AD&D coverages, active employees may elect Optional
Life with AD&D Insurance for their dependents. Retirees may elect Optional Life Insurance
without AD&D coverage for their dependents. :
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- If a retiree elects option I, the retiree must provide evidence of insurability for each
dependent to be insured. :

- Retirees may elect Dependent Life insurance only during the calendar month of or
the calendar month following their date of retirement. After this time, no initial
elections or increases will be permitted.

Plan | Plan i
Spouse _ $5,000 in Life Insurance . $10,000 in Life Insurance
$5,000 in AD&D Coverage $10,000 in AD&D Coverage
Each Child $2,000 in Life Insurance . $4,000 in Life Insurance
$2,000 in AD&D Coverage $4,000 in AD&D Coverage

A statement of insurability will be required if Optional Dependent Life is elected at any
time after the enroliment period. - '

.Dependent life insurance benefits will be available for newborns who die before
discharge from the hospital when they are added to the policy within the allotted time frames
for enroliment of dependents, and if they meet the guidelines of an eligible dependent. They
cannot be enrolled for an amount greater than the amount for which the policyholder has
previously elected.

Enroliment

Enrollment in Basic, Optional or Dependent Life and AD&D coverage is accomplished
by completing enroliment forms obtained from the employee's place of employment or
through the retirement system. Enroliment will authorize the employer or retirement system
to deduct the premiums for the coverages from the employee’s salary or pension.

New Employees. The enrollment period for new employees is the month in which the
employee’s employment begins and the following month. No statement of health will be
required during this time, for any amount not exceeding $100,000. Coverage will become
effective the first day of the month following enroliment, (or approval, if required).

In order for coverage to begin on the first day of the month following enroliment, the
employee must be actively at work on the date the coverage would become effective. If the
employee enrolls before he/she is actively at work, coverage will begin on the first day of the
month following the empioyee’s first day of active employment.

If the employee chooses to enroll in Basic, Optional, or Dependent Optional Life
Insurance after the enrollment period, a statement of insurability will be required. Coverage
will become effective the first day of the month following approval.
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Basic Life coverage or an increase in the amount of Optional Life Insurance coverage

will be effective on the date the policyholder becomes eligible provided the policyholder has
completed:

a) a full day of Active Work on that date; or

b) a full day of Active Work on the last regularly scheduled work day
‘ and is able to work on the date he/she becomes eligible.

If the policyholder does not meet the requirements of (a) and (b) above, the coverage
will become effective on the date the policyholder returns to Active Work.

Active Work and Actively at Work means: performing regular duties for a full work day
for the Policyholder.

Retired Employees. The enroliment period for retired employees wishing to elect
new, or continue or increase Optional Life Insurance is the calendar month of and the
calendar month following their retirement. A statement of insurability will be required for
retirees wishing to elect new, increase their coverage, or who election option two. New or
increased coverage will be effective the first day of the month following approval. The retired '
employee cannot elect to enroll in or increase Optional Life Insurance after this initial period.
The retired employee cannot enroll for or continue AD&D insurance.

Benefits for Accidental Death and Dismemberment Insurance

For active employees, the amount of the AD&D coverage is equal to the amount of the
basic and/or optional insurance coverage. '

To qualify for an AD&D benefit payment, the death or dismemberment must be the
result of an injury caused by external and purely accidental means. The accident must occur
while the employee or dependent is insured, or the loss of life or body part must occur within
90 days after the accident. AD&D insurance is paid as follows:

100% — Accidental loss of life

100% _ Accidental loss of both hands, both feet, the sight of both eyes, or
one hand or one foot and the sight of one eye. '
50% - The accidental loss of one hand, one foot, or the sight of one eye.

No more than the full amount of coverage will be paid for multiple injuries resulting
from one accident. :

No AD&D benefits will be paid for losses suffered due, directly or indirectly, to one of
the following circumstances: :
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— Bodily or mental infirmity, or disease, whether it is a proximate or contributing cause of
the loss, whether sane or not;

_ Aninfection other than a burn-related infection or an infection of a cut or wound;
- Suicide or attempted suicide;

— Intentional self-inflicted injury;

- War or act of war;

- Taking partin a riot; and

- Committing or trying to commit a crime.

— Any other kind of disease.

— Hernia, unless caused by aéCidental means.

- Medical or surgical treatment (except surgical treatment required by the accident and
performed within 90 days after the accident.)

Statement of Insurability

A statement of insurability will be required for any employee who does not elect Basic,
Optional, or Dependent Optional Life Insurance during the enrollment period or who wishes .
to increase the coverage amount. The life insurance carrier may require a medical
examination at the employee’s expense, and will make the final determination of whether or
‘not to issue coverage.

Designating and Changing Beneficiaries

Designation. The employee' may indicate the individual, individuals, or entity to
receive the proceeds of the benefits under the life insurance plan. '

The employee may designate more than one person as the beneficiary, and may
indicate the portion of the proceeds for each beneficiary by listing the beneficiary and the
percentage of proceeds each beneficiary is to receive. If no percentage is listed, the
proceeds and will be divided equally among all beneficiaries. If a beneficiary has died, the
remaining beneficiaries will share the portion that would have been paid to the d eceased
- beneficiary.

Failure to Designate a Beneficiary. |f the employee fails to designate a beneficiary or
if the beneficiary does not survive the employee, benefits will be paid to the first surviving
class of beneficiaries: '

120



- widow or widower;
— surviving children;
- surviving parénts;
— surviving brothers and sisters; and

— the employee’s estate.

Minor beneficiary. If the beneficiary is a minor for whom no legal guardian has been
appointed, the Plan will request that a guardian be appointed so that the entire benefit can be
paid. The benefit will not be paid until the appointment, or the life insurance carrier will place
the money into an interest-bearing account, in the minor's name, to be held until the minor
turns age 18.

Multiple Beneficiaries. If more than one (1) beneficiary is named, the form should
indicate the proportion to be paid to each beneficiary. If the share that each beneficiary is to
receive is not stated on the designation form, the beneficiaries will be paid equal-shares.

If one or more of the named beneficiaries dies before the employee, the remaining
beneficiaries will share equally the amount which would have been distributed to the
deceased beneficiary or beneficiaries. [f only one beneficiary survives the employee, that
beneficiary will receive the entire benefit.

Beneficiary for Optional Dependent Life Insurance. The employee will always be the
beneficiary of Optional Dependent Life Insurance benefits. .

Changing a Beneficiary. The employee may change the beneficiary of the Basic or
Optional L ife | nsurance and AD&D coverage.by completing a Change of Beneficiary form
obtained from the employee's benefits coordinator or the retirement system.

Premiums

Basic L ife | nsurance C overages. A Ii costs of Basic Life Insurance coverage for
employees and totally disabled employees are paid by the employer. The premium rates are
set forth in Appendix B.

Optional Life Insurance. The employee is responsible for paying the full applicable
premium for Optional Life Insurance. The premium rates are set forth in Appendix B.

Optional Dependent Life Insurance. The employee is responsible for payment of all

applicable premiums for Optional Dependent Life Insurance. The premium rates are set
forth in Appendix B.
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All premium rates are subject' to change as determined by ‘the WV PEIA’s Life
Insurance Carrier.

Basic Life Insurance For Disabled Employees (Waiver of Premium). If an active
employee with Basic Life Insurance becomes totally disabled before reaching age 60, the’
Basic Life Insurance may be continued at no cost to the employee through a waiver of
premium while the employee remains totally disabled. To qualify for this waiver of premium,
the employee must furnish proof of total disability within one year after the date of disability,
and, the employee must have been covered under Basic Life Insurance when the disability
began. The date of disability is the employee’s last day of active work.

“Total Disability” exists when the employee is completely unable, due to sickness or
injury or both, to engage in any gainful occupation for which the employee is reasonably
capable of performing by education, training or experience. The employee will not be
considered totally disabled while capable of working at any gainful occupation.

Application for waiver of premium is made through the employee's benefits
coordinator. Proof of continuing disability will be required three months before each
anniversary of the initial date of disability. The employee may be asked by the life insurance
carrier to submit to periodic medical exams. AD&D coverage does not continue under the
waiver of premium. : :

If the waiver of premium application is approved, the Basic Life Insurance will remain
at $10,000 with no premium cost to the employee. At age 65, the Basic Life Coverage will
decrease to $5,000, and further reduce to $2,500 at age 67.

This coverage will end at the earliest of these events:

— the end of disability;

— the failure to provide proof of continued disability; or

_ the failure to submit to a physical examination when required by the life insurance
carrier. '

Refund of Individual Policy Premiums. If the employee had converted his/her life
insurance under the Group Policy to an individual policy while totally disabled, the employee
must return the individual policy to the insurance company with the first proof of total
disability for a refund of any premiums paid.

Medical Examinations. The insurance company has a right to have its medical
representative examine the employee when necessary, but not more than one (1) time each
year after the employee has been totally disabled for a period of two (2) years.
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[Optional Life Insurance for Disabled Employees (Direct Payment of Premiums)].
If an active employee who has Optional Life Insurance becomes totally disabled before
reaching age 60, the same or lower level of Optional Life Insurance may be continued while
the employee remains totally disabled if the employee pays the entire premium for the
Optional Life Insurance directly to PEIA. To qualify for this benefit, the employee must
furnish proof of total disability and, the employee must have been covered under Basic Life
insurance and Optional Life Insurance when the disability began. The date of the disability is
the employee’s last day of active work. The employee must meet the definition of “total
disability” and qualify for “waiver of premium” of their Basic Life Insurance as more fully set
out in the “Basic Life Insurance For Disabled Employees (Waiver of Premium) section
immediately above. The employee must also qualify as totally disabled with the Public
Employees Retirement System.

Conversion

Basic and Optional Life Insurance Coverage.

Termination of Employment. If an employee leaves employment, the life insurance
protection will continue for thirty-one (31) days from the date of termination of employment.

The Accidental Death and Dismemberment coverage will end on the date of termination of
employment. : ‘

During the thirty-one (31) day period, the employee may elect to convert ali or a part of
the group life insurance coverage to an individual policy by making an application and paying
the first premium during the thirty-one (31) day period. No medical examination or statement
of health is required.

The employee may only choose a type of coverage available from the Carrier. '

The amount which may be converted is an amount equal to or less than the prior level
of coverage. The level of premium is based upon the age, occupation and type of policy
selected. The policy will take effect at the end of the thirty-one (31) day period.

Conversion for Spouse or Dependent - If a dependent loses coverage due to attaining
the age of nineteen (19) (or twenty-five (25) if a full-time student), the dependent may convert
the Dependent Life Insurance into an individual policy. The application and payment of the
first month's premium must be made within thirty-one (31) days after the termination of
coverage.

If coverage on the spouse of the employeé ends due to employee’s loss of eligibility,
the dependent may, within thirty-one (31) days after the insurance ends, apply to convert the
coverage to an individual policy. :

The spouse may choose to precede the conversion coverage with term insurance for
a period of not more that one (1) year. No medical exam is required. The converted policy
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will take effect thirty-one (31) days after the coverage under the group policy ends as long as
proper application is made and the first monthly payment is paid in that period.

If the employee coverage on the spouse ends because the group policy has
terminated or is amended, the employee may apply to convert the coverage to an individual
policy in the manner described above. However, he/she must have been insured under the
group policy for at least three (3) consecutive years and the group policy must have been in
force at least five (5) consecutive years. The sum of coverage is reduced by any other group

policy for which he/she is eligible within the thirty-one (31) day conversion period.

If a dependent's .coverage under the Optional Dependent Life Insurance ends -
because the employee's class of employment is no ionger classified as eligible and the
dependent dies within thirty-one (31) days of that event, the benefit will be paid in the amount
for which the dependent was last insured.

If a dependent dies within thirty-one (31) days after the insurance ends because the
group policy is discontinued or amended, a benefit will be paid in the amount for which the
dependent was last insured under the group policy. The employee must have been insured
under the group policy for atleast three (3) consecutive years and the group policy must
have been in force for at least five (5) consecutive years. This amount will be reduced by
any amount for which a person became insured under any other group policy within thirty-
one (31) days after the coverage under this plan ended.

4 No payments ‘will be made under the provisions of the last 2 paragraphs above if: (1)
at the time of the dependent's death, he/she is eligible for insurance as an employee under
the Plan; or (2) at a child's death, he/she is married or has reached the age limit.

Totally Disabled Employees. When the life insurance coverage for a totally disabled
employee ends, the totally disabled employee will have the same rights to convert the group
life insurance to an individual policy as apply to an employee. This right of conversion
applies only if the totally disabled employee does not become insured again under the group
policy.

Termination of Group Coverage or No 'Longer Eligible to Participate. If the group
policy terminates or the employee is no longer employed in an eligible class of employees,
the employee may convert coverage to an individual policy within the thirty-one (31) day
period after coverage ends. For this right of conversion to exist, the employee must have
been insured under the group policy for at least three (3) consecutive years. The amount
which may be converted is reduced by any sum for which the employee was otherwise
eligible under any other group policy in the thirty-one (31) days during which the election to
covert may be made. '

If an employee dies within thirty-one (31) days of the end of coverage, and the
coverage ended because the group policy terminated or the employee was employed in a
class of employees which is no longer eligible to participate, the employee’s beneficiary will
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be paid a benefit if the employee had been insured under the group policy for at least three

(3) consecutive years and the group policy had been in force at least five (5) consecutive
years.

The amounf of the benefit will be the amount of life insurance for which the employee
was last insured less any sum for which the employee became insured under any other

group policy within thirty-one (31) days of the date the coverage ended under the group
policy.

The individual policies for all life insurance policies are issued by PEIA’s life insurance
carrier. The individual policy is not the same as provided through PEIA, and may be
substantially different. The employee may obtain a Life Insurance Conversion Application
Form by calling the PEIA. The completed form is provided by PE|A’s life insurance carrier
which will explain the coverage options and costs to the employee.

Filing Claims.
In General. Upon the death of the insured, the following steps are to be followed:

1. the insured’s payroll location or retirement system should be notified by the
family of the insured;

2. the payroll location or retirement system will initiate the process for the payment
of the claim by completing the employer's statement on the notice of death form
and sending it to PEIA; ' :

3. PEIA will then notify the beneficiary by sending out a Proof of Death claim form
and requesting a court-certified death certificate with a raised seal; '

4. the beneficiary completes the Proof of Death claim form and returns these
materials to:

Public Employee’s Insurance Agency
Attn.: Life Insurance Specialist
State Capitol Complex

1900 Kanawha Boulevard

Building 5, Room 1001

Charleston, WV 25305-0710

5.  upon receipt of these materials, PEIA completes the final preparation of the
claim; and ‘
6. PEIA forwards all materials to the Carrier for processing.

7. the proceeds will be paid to the beneﬂciary(ies).'
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Retired Employees. Retired employees using sick and/or annual leave to extend
insurance coverage must contact their former employers to file life insurance claims. All
other retired employees must file life insurance claims through their retirement system.

Accidental Death and Dismemberment Claims. Within ninety (90) days after the
date of the loss for which a claim is being made, written notices of the event must be
provided to the PEIA. Failure to provide notice within this ninety (90) day period will not
invalidate or reduce the claim as long as it can be shown that is was not reasonably possible
to provide notification within that time frame and that notice was provided as soon as
reasonably possibie. :

Upon receipt of notice, the forms.for filing a proof of claim will be provided by the
PEIA. If the claimant does not receive the forms for filing a proof of claim from the PEIA
within fifteen (15) days of providing notification, the claimant will be deemed to have
complied with the proof of claim requirements. If the claimant submits written proof covering
the occurrence and the character and extent of loss for which the claim is being made to the
PEIA, this written statement must be received within ninety (90) days after the date of the
loss unless it can be shown that is was not reasonably possible to furnish the proof within the
required time, and that proof was provided as soon as reasonably possible.

Upon receipt of the proof of claim, the AD&D benefits will be baid to the employee, if
living, or to the beneficiary. C

Disputed Claims

All disputed claims for benefits under the Plan shall be submitted to PEIA, or its
representative within 30 days of the receipt of the denial notice from Carrier. Written notice
of the decision on each such claim shall be fumished within sixty (60) days of the decision of
the Carrier to the claimant.

If the claim is wholly or partially denied, such written notice shall set forth an
explanation of the specific findings and conclusions on which such denial is based. A
claimant may review all pertinent documents and may request a review by the Carrier of such
a d ecision d enying the claim. S uch a request s hall be made in writing and filed with the
Carrier, within 30 days after delivery to the claimant of written notice of decision. Such
written request for review shall contain all additional information which the claimant wishes
the Carrier to consider in rendering its decision, and the decision on review shall be made
within ninety (90) days of the date all information is received by the Carrier.

Written notice of the decision of the Carrier, shall be furnished within sixty (60) days to
the claimant and shall include specific reasons for such decision. For all purposes under the
Plan, such decisions on claims (where no review is requested) and decisions on review
(where review is requested) shall be final, binding, and conclusive on all interested persons
as to participation and benefit eligibility and as to any other matter of fact or interpretation
. relating to the Plan.
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Termination or Reduction of Coverage.

Employee. Coverage ends when the employee is no longer eligible or when the
group coverage terminates, whichever happens first. In the case of a voluntary termination
of employment, the employee’s coverage terminates immediately upon termination. If the
termination of employment is involuntary but not due to gross misconduct, the employee may
continue to be covered for three (3) months after the end of the month in which the employee
is taken off the payroll. :

. Dependents. A dependent's coverage will end at the .earlier of the following events:
— The dependent is no longer an eligible dependent;
— The employee retires and elects not to enroll for optional depenzient life insurance;
-~ The employee dies; |

- The employee elects not to participate; or .

- The coverage under the group policy ends.
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IX
VISION, DENTAL, AND LONG AND SHORT TERM DISABILITY PLANS

Introduction

in accordance with W. Va. Code § 5-16-15, the PEIA offers a vision, dental and
long term disability plan to eligible insureds. These plans are offered as part of
Mountaineer Flexible Benefits administered by a TPA with insurance coverage provided

by a third party. Eligible insureds may elect to participate in any one of these plans
separately or in combination. :

Eligibility
L
All active employees and their dependents eligible to participate in the Medical
Benefits Plan may elect to participate in any ofthese plans. | nthe case of County
Boards of Education, the board must participate for the employee to be eligible. Non-
state (local government) agencies are not eligible to participate. All issues concerning

~ eligibility will be determined by the Director.

Enroliment

Active employees may enroll in these plans during the PEIA annual open
enrollment, or if a new employee, during the calendar month of or the calendar month
following their employment. If the active employee enrolls in any of these plans and
uses pre-tax dollars to pay premiums, the employee may not voluntarily terminate
participation until an open enroliment period, effective the first day of the next Plan

Year, unless the employee has a qualifying event as defined by PEIA's Section 125
Plan.

Premiums

All administrative and actuarial costs of these plans shall be borne by the
premium payments of the Participants, or in the case of employees of county boards of
education, pursuant to any agreement between the employee and the agency.
Premiums will be determined by the company providing the insurance coverage.

Employers will collect premiums from employees participating in the plans and
forward the premiums to the PEIA. Employees on a leave of absence will send
premium payments directly to the PEIA. The PEIA will determine the dates premium
payments are due at the Agency and provide appropriate notice. The PEIA will collect
all premium payments and forward them to the TPA.
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Administration

The Vision, Dental, and Long- and Short-Term Disability Plans are administered
for the PEIA by the TPA listed in Appendix A.

The Director shall establish separate accounts for the deposit of dental
premiums, vision premiums, and short- and long-term disability premiums.

The TPA shall provide to the PEIA such reports as requested by the PEIA and
as set forth in the contract between the TPA and the PEIA.

Benefits

Each insured who elects coverage from one of these plans will be given a
summary of benefits by the carrier describing the benefits covered, the providers
participating in the benefit (if applicable)'and how to file claims.
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1.1

1.2

1.3

X

MEDICAL REIMBURSEMENT PLAN

ARTICLE | - INTRODUCTION

Purpose of Plan. The purpose of the Plan is to enable Participants to elect to
receive payments or reimbursements of Health Care Expenses that are
excludable from the Participant's gross income under §105(b) of the Code and
that would be deductible expenses under §162 of the Code.

Qualification of Plan. This Plan is intended to qualify as an accident and health

plan under §105(e) of the Code, as is to be interpreted in a manner consistent
with the requirements of §105 (e).

Effective Date. The Plan is amended and restated effective January 1, 1999.

ARTICLE 1l — DEFINITIONS

The definitions in this Plan shall have the same meanings as set forth in the State of
West Virginia Public Employees Insurance Agency Section 125 Plan, unless otherwise
indicated below. '

2.1

2.2

2.3

2.4

“Benefit” means any amount(s) paid to a ‘Participant in the Plan as
reimbursement for Health Care Expenses incurred by a Participant during a Plan
Year by the Participant, Spouse or Dependents.

“Effective Date” means this amendment and restatement is effective July 1,
2000.

“Grace Period” means the 90 day period after the end of each Period of
Coverage during which a Participant may submit claims for reimbursement from
the Medical Reimbursement Account for claims incurred during the immediately
preceding Period of Coverage.

“Health Care Expense” means health care expenses that are (a) deductible
under Section 213 of the Code; (b) incurred by the Participant, Spouse, or
Dependents during the Period of Coverage in which Contributions were credited
to the Participant's Medical Reimbursement Account; (c) not incurred prior to the
date the Employee's participation in the Plan commended; and (c) not incurred
prior to the date the Employee’s participation in the Plan commenced; and (d)
not reimbursed by the Medical Plan or any other source. Health-Care Expenses
shall not include an expense incurred for the payment of premiums under a
health insurance plan. For purposes of this Plan, expenses are incurred when
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2.5

2.6

2.7

2.8

29

210

2.1

2.12

the Participant or Beneficiary is furnished the health care or services giving rise
to the claimed expense.

“Highly Compensated Individual’ means a Participant who is (a) one of the 5

~ highest paid officers, (b) a shareholder owning more than 10 percent in value of

the stock of the employer, or (c) among the highest paid 25 percent of all
Participants as defined in §105(h)(5) of the Code.

“Open Enrollment” means the period of time prior to or during a Plan Year during
which Eligible Employees may make elections to allocate Contributions under -
the S ection 125 Plan. T he Open Enroliment period shall be established from
year to year by PEIA. ' _

“Participant” means each Employee who elects to participate in the Plan in
accordance with Article Ill. '

“Period of Coverage” means the Plan Year. The Period of Coverage will
generally be twelve (12) months, except the 1999 Plan Year, or for Periods of
Coverage during which an Employee is a Participant for less than the entire
Period of Coverage. A Period of Coverage shall not be for a duration, which
would -enable a Participant to defer the receipt of Compensation or to obtain
coverage under the Plan only for periods during which a Participant expects to -
incur Health Care Expenses.

“Plan” means The State of West Virginia Public Employees Insurance Agency
Medical Reimbursement Plan as set forth herein, together with any and all
amendments and supplements hereto, which is designed to operate in

" conjunction with the Section 125 Plan.

“Plan Year” means the twelve-month period beginning July 1 and ending June
30. _

“Required Premium” means the amount of medical reimbursement coverage
elected by the Participant for the Period of Coverage divided by the number of
pay periods in such Period of Coverage.

“Section 125 Plan” means The State of West Virginia Public Employees
Insurance Agency Section 125 Plan as amended from time to time.

The singular shall include the plural and vice-versa, whenever used herein, unless the
context clearly indicates otherwise. :
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3.1

3.2

3.3

34

3.5

ARTICLE Ill - PARTICIPATION

Eligibility to Participate. All Eligible Employees may participate in and enter the
Plan. : :

Commencement of Participation. An Eligible Employee may elect to become a
Participant in the Plan by completing a Benefit Election Form and filing it with the
Employer. Such an individual will become a Participant upon the effective date
of an election to participate in the Plan as set forth in Article 1V. In order to
participate in the Plan during a particular Period of Coverage, an Employee must
complete and file a Benefit Election Form during an Open Enrollment period
designated by the Employer, which shall end prior to the first day of such Period
of Coverage. If an Eligible Employee is hired after Open Enrollment, the
employee must enroll during the month of hire or the following month.

On the Benefit Election Form, the Employee shall designate the amount of -
Compensation to be contributed to the Medical Reimbursement Plan, and
thereby agrees to have his/her Compensation reduced by such amount.

Cessation of P articipation. Except as provided in Article VIi, a Participant wil
cease to be a Participant as of the earlier of (a) the date on which the Plan
terminates, (b) the date on which the employee ceases to be an Eligible
Employee, or (c) the date on which the election under the Section 125 Plan to
receive Health Care Expense reimbursements expires or is terminated under the
Section 125 Plan.

Reinstatement of Former Participant. A Former Participant will become a
Participant again upon meeting the eligibility requirements of Section 3.1 and
electing again under the Section 125 Plan to receive Health Care reimbursement
under this Plan. However, in the case of a Participant who separates from
service with the Employer during a Period of Coverage and elects to revoke
existing benefit elections and terminates the receipt of benefits for the remaining
portion of the Period of Coverage, if such Participant should return to service
within the same Period of Coverage, the Participant will be prohibited from
making new benefit elections for remaining portion of said Period of Coverage.

Participation of Spouses or Dependents. To the extent required by law,
coverage under this Plan shall be made available to the Spouse or a Dependent
of a Participant or Former Participant in lieu of (or in addition to) the Participant.
In that event, such Spouse or Dependent shall be treated as a Participant under
this Plan, but only to such extent and for such period as the law requires. No
Benefit Election’ Form shall be required for such a Spouse or D ependent, but
Required Premiums must be paid to the Employer on a monthly basis (or within
such other time limit as may be provided for by law), and coverage shall cease
upon nonpayment of any such Required Premium.
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3.6 Salary Reduction. By participating in the Plan, each Participant agrees to have
his/her annual Compensation reduced by the amount of money the Participant
has elected to contribute to the Medical Reimbursement Account under the
Section 125 Plan.. No Participant shall be entitled to reduce Compensation for
Health Care Expenses by more than the maximum amount of Benefits specified
in Section 4.3. : - -

ARTICLE IV — ELECTION TO RECEIVE HEALTH CARE RElMBURSEMENTS

4.1 FElection Procedure. A Participant may elect to receive reimbursements of his
Health Care Expenses under this Plan by filing a Benefit Election -Form in
accordance with Article |V of the Section 125 Plan. An election to receive
reimbursements of Health Care Expenses shall be irrevocable and remain in
offect until the end of the Period of Coverage, subject to a change in family
status, as provided in the Section 125 Plan.

42  Minimum Reimbursement Election. The minimum amount, which the Participant
may elect to receive in any Period of Coverage in the form of reimbursement for
Health Care Expenses incurred during any Period of Coverage, is $150.

4.3 Maximum Reimbursement. The maximum amount which the Participant may
receive under this Plan in the form of payment or reimbursement for Health Care
Expenses incurred in any Period of Coverage is $3,000.

4.4 Nondiscriminatory Benefits. The Plan is intended not to discriminate in favor of
Highly Compensated Individuals or Key Employees (as defined in Code
§105(h)(5)) as to the eligibility to participate and/or benefits provided under the
Plan, and is therefore intended to comply in this respect with the requirements of
the Code.

45 Maximum Employer Contributions. The maximum amount of Employer
Contributions under the Plan for any Participant shall be the maximum amount,
which the Participant may elect to receive in the form of Health Care Expense
reimbursement under the Plan described in Section 4.3.

ARTICLE V — MEDICAL REIMBURSEMENT ACCOUNTS

51 Establishment of Accounts. The Administrator will establish and maintain its own
books on Medical Reimbursement Account for each Period of Coverage with
respect to each Participant who has elected to receive reimbursement of Health
Care Expenses incurred during the Period of Coverage. '

5.2 Crediting of Accounts. There shall be credited to a Participant's Medical
Reimbursement Account for each Period of Coverage as of each date
Compensation is paid, for the Participant in such Period of Coverage, an amount
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5.3

54

5.5

6.1

equal to reduction, if any, to be made in such Compensation in accordance with
the Participant's Benefit Election Form under the Section 125 Plan.
Contributions shall be credited to Medical Reimbursement Accounts in equal
amounts over a period of time established by the Employer. All amounts
credited to such Medical R eimbursement A ccount shall be the property of the
Employer until paid out pursuant to Article VI. .

{Iif an Employee’s net pay is not sufficient to fully fund his requested salary
reduction, the -contribution cannot be made up in the future when the
Participation has earned salary sufficient to fund such benefits election.}

Debiting of Accounts. A Participant's Medical Reimbursement Account for each
Period of Coverage shall be debited from time to time as provided in Section 6.2
hereof in the amount of any payment under Article V! to or for the benefit of the
Participant for Health Care Expenses incurred during such Period of Coverage.
Amounts debited to each such Medical Reimbursement Account shall be treated
as payments of the earliest amounts credited to the Account and not yet treated
paid, under a “first-in, first-out” approach.

Limitation on Reimbursements or Payments with Respect to Certain Participants.
Not withstanding any other provision of this Plan, the Administrator may limit the
amounts reimbursed or paid with respect to any Participant who is a Highly
Compensated Individual (within the meaning of Code Section 105 (h)(5) or
125(e)) to the extent the Administrator deems such limitation to be advisable to
assure compliance with any non-discrimination provision of the Code. Such

limitation may be imposed whether or not it results in a forfeiture under Section
5.5. .

Forfeiture of Accounts. The amount credited to a Participant's Medical
Reimbursement Account for any Period of Coverage shall be used only to
reimburse the Participant for Health Care Expenses incurred during such Period
of Coverage, and only if the Participant applies for reimbursement on or before
the end of the Grace Period following the close of the Period of Coverage in
which such expenses were incurred. |f any balance remains in the Participant's
Medical Reimbursement Account for a Period of Coverage after all
reimbursements hereunder, such balance shall not be carried over to reimburse
the Participant for Health Care Expenses incurred during a subsequent Period of
Coverage, and shall be forfeited. (Forfeited amounts shall be used to pay the
administrative expenses of the Plan).

ARTICLE Vi - PAYMENT OF HEALTH CARE EXPENSE REIMBURSEMENTS

Claims for Reimbursement. A Participant may apply to the Employer for
reimbursement of Health Care Expenses incurred by the Participant'during the
Period of Coverage by submitting a statement in writing to the Employer in such
form as the Employer may prescribe, setting forth:
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6.2

71

(a) The amount, date and nature of the expense with respect to which a
payment or reimbursement is requested;

(b) The name of the person, organization or entity to which the expense was
or is to be paid;

(c)  The name of the person for whom the expense was incurred and, if such
person is not the Participant, the relationship of such person to the
Participant; and

(d)  Such other information as the Employer may froni time to time
" require. .

Such application shall be accompanied by statements showing the amounts of
such expenses, together with any additional documentation, which the
Administrator may request. Claims for reimbursement may be submitted at any
time during the Period of Coverage or within the-Grace Period.

Expenses shall be considered incurred when the health care is provided, not
when the Participant is formally billed, charged for, or pays for the expense.

Reimbursement or Payment of Expenses. The Employer shall reimburse the
Participant from the Participant's Medical Reimbursement Account for Health
Care Expenses incurred during the Period of Coverage, for which the Participant
submits a written application and documentation in accordance with Section 6.1.
The Employer may, at its option, pay any such Health Care Expense directly to
the person providing or supplying the health care in lieu of reimbursing the
Participant. Notwithstanding anything herein to the contrary, a claim with respect
to a Period of Coverage must be filed by the end of the Grace Period to be
eligible for reimbursement.

Subject to Article VII, the amount available for reimbursement shall, at all times
during the Period of Coverage, be equal to the amount of coverage purchased
by the Participant (the amount the Participant elected to have contributed into his
Medical Reimbursement Account for the Period of Coverage), less any previous

“reimbursements made for the Period of Coverage. In no event may the annual
" value of Benefits provided hereunder for any Participant pursuant to the

Participant's election on his Benefit Election Form exceed the maximum
reimbursement amount as described in Section 4.3.

ARTICLE Vii - TERMINATION OF PARTICIPATION

Termination of Paricipation. (a) In the event that a Participant ceases to be a

Participant in this Plan for any reason other than as provided by subsection (b)

during a Period of Coverage, the Participant's Benefit Election Form relating to

this Plan shall terminate. Except as provided in this Section 7.1 and Section 7.2,
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7.2

7.3

the Participant shall be entitled to reimbursement only for Health Care Expenses
incurred up to the date of termination, but only if the Participant (or estate)
applies for such reimbursement in accordance with Section 6.1. No such
reimbursement shall exceed the remaining balance, if any, at the date of
employment termination in the Participant’s Medical Reimbursement Account for
the Period of Coverage in which the expenses were incurred.

(b) A Participant who terminates employment during a Period of Coverage
due to disability or retirement shall be entitled to reimbursement for Health Care
Expenses incurred within the same Plan Year as the termination until- the
Medical Reimbursement Account is exhausted, but only if the Participant (or the
participant’s estate) applies for such reimbursement in accordance with Section
6.1. No such reimbursement shall exceed the remaining balance, if any, in the
Participant's Medical Reimbursement Account for the Period of Coverage in
which the expenses were incurred, provided, however, that such Participant may
be entitled to reimbursement up to the maximum amount which the Participant
elected to receive in the form of Health Care Expense reimbursement for such
Period of Coverage if the Participant continues to pay the Required Premium for
such Period of Coverage subsequent to termination

Continuation of Coverage. If and to the extent required by law (including, without
limitation, Sections 105, 125 and 4980N and regulations thereunder), in the
event a Participant ceases to be an Employee and undertakes to pay Required
Premium to the Employer on a monthly basis (or within such other time limit as
may be provided for by law), coverage under the Plan shall continue so long as
such Required Premiums are paid, but not beyond the end of the period for
which such coverage is required by law. In addition, the former Participant shall
be treated as a Participant under the Plan to such extent as is required by law,
and shall be entitled to reimbursement for Health Care Expenses incurred during

‘'such period of continued coverage, subject to Section 7.3.

Limits on Time_and Amount of Reimbursements. Reimbursements shall be
made for any Period of Coverage under this Article VIl only if the Participant
applies for such reimbursement in accordance with Section 6.1 on or before the
Grace Period following the close of the Period of Coverage. In the event of the
Participant's death, the Participant's Spouse (or, if none, the Participant’s
executor or administrator) may apply on the Participant's behalf for

-reimbursements permitted under this Article VII. No reimbursement under this

Article VIl shall exceed the remaining balance, if any, in the Participant's Medical
Reimbursement Account for the Period of Coverage in which the expenses were
incurred.

136



8.1

8.2

" ARTICLE Vil - ADMINISTRATION

Plan Administrator. The Administrator s hall have the sole responsibility for the
administration of this Plan. The Administrator shail have the authority to appoint
such other person or committee from time to time to supervise the administration
of the Plan. The designated representatives of the Administrator shall have only
those specific powers, duties, responsibilities and obligations as are specifically
given them.

The Administrator warrants that any directions given, information furnished, or

" action taken by it shall be in accordance with the provisions of the Plan

authorizing or providing for such direction, information or action. Furthermore,
the Administrator may rely upon any such direction, information or -action of
another Employee of the Employer as being proper under this Plan, and is not
required under this Plan to inquire into the propriety of any such direction,
information or action. It is intended under this Plan that the Administrator shall
be responsible for the proper exercise of its own powers, duties, responsibilities
and obligations under this Plan and shall not be responsible for any act or failure
to act of another Employee of the Employer. Neither the Administrator nor the
Employer makes any guarantee to any Participant in any manner for any loss or
other event because of the Participant’s participation in this Plan.

All usual and reasonable expenses of the Administrator that are not properly
chargeable to or payable by the Plan (including payment out of forfeitures
pursuant to Section 5.5) shall be paid by the Employer, and any expenses not
paid by the Employer shall not be the responsibility of the Administrator
personally. The Administrator or any other designated representative of the
Employer who is an Employee of the Employer shall not receive any
compensation with respect to services hereunder except as such person may be
entitled to Benefits under this Plan.

It shall be a principal duty of the Administrator to see that the Plan is carried out,
in accordance with its terms, for the exclusive benefit of persons entitled to

‘participate in the Plan without discrimination among them.

The Administrator will have full power to administer the Plan in all of its details
subject to applicable requirements of law. ‘

Records and Reports. The Administrator shall exercise such authority and
responsibility as it deems appropriate in order to comply with the terms of the
Plan relating to the records of the Participants and the balances, if any, which
are maintained under this Plan. The Administrator shall be responsible for
complying with all reporting, filing and disclosure requirements established by the
Internal Revenue Service for Code Section 105(b) plans. -
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8.3

8.4

8.5

8.6

Examination of Records. The Administrator will make available to each
Participant such records as pertain to the participant, for examination at
reasonable times during normal business hours.

Reliance on Tables, etc. In administering the Plan, the Administrator will be
entitled, to the extent permitted by law, to rely conclusively on all tables,
valuations, .certificates, opinions and reports which are furnished by the
accountant, counsel or other expert who is employed or engaged by the
Administrator. ' : '

Rules and Decisions. The Administrator may adopt such rules, as it deems
necessary, desirable, or appropriate.  All rules and decisions of the
Administrator, whether directionally or otherwise, shall be exercised in a uniform
and consistent manner so that all persons similarly situated will receive
substantially the same treatment. When making a determination or calculation,
the Administrator shall be entitled to rely upon information furnished by a
Participant, the Employer, or the legal counsel of the Employer.

Facility of Payment. Whenever, in the Administrator's opini'on, a person entitled
to receive any payment of a Benefit or installment thereof is under a legal

-disability or is incapacitated in any way so as to be unable to manage the

person’s financial affairs, the Administrator may direct the Employer to make
payments to such person or to the person’s legal representative or to a relative
of such person or such person's benefit, or the Administrator may direct the
Employer to apply the payment for the Benefit of such person in such a manner
as the Administrator considers advisable. Any payment of a Benefit or
installment thereof in accordance with the provisions of this Section 8.6 shall be
a complete discharge of any liability for the-making of such payment under the
provisions of the Plan.

8.7 Claims and Review Procedures.

(@) A claim for benefits under the Plan shall first be filed with the TPA. Notice
of the decision shall be furnished to the claimant by the TPA within a
reasonable period of time after receipt of the claim by TPA. If a
Participant does not receive notice of denial of a claim for benefits under
the Plan within 90 days of the filing of such claim, then the claim shall be
deemed denied.

(b) A claimant may review all pertinent documents and may request a review
by the TPA of any claim. Any such request must be filed in writing with
the TPA within 90 days after the earlier of (i) receipt by the claimant of
written notice of the decision on the claim or (ii) 90 days after the initial
filing of such claim. Such written request for review shall contain all
additional information, which the claimant wishes the TPA to consider.
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8.8

8.9

8.10

9.1

9.2

- 10.1

(c)- If such claim is denied by the TPA, a claimant may appeal in writing to
PEIA. Such appeal must be filed with PEIA within 30 days of receipt of
the TPA’s decision denying such claim. All information relating to the
denial, including a copy of the denial letter form the TPA, must be
supplied to PEIA by the claimant. PEIA will, after reviewing the facts,
make a final determination and notify the claimant of its decision. Such
decision shall be final and binding.

Nondiscriminatory Exercise of Authority. Whenever, in the administration of the
Plan, any discretionary action by the Administrator is required,. the Administrator
shall exercise its authority in a nondiscriminatory manner so that all persons
similarly situated will receive substantially the same treatment.

Indemnification of Administrator. PEIA agrees to indemnify and to deféend to the
fullest extent permitted by law any Employee serving as the Administrator or as a
member of a committee designated as Administrator (including any Employee or
former Employee who formerly served as Administrator or as a member of such
committee) against all liabilities, damages, costs ‘and expenses (including
attorneys’ fees and amounts paid in settlement of any claims approved by PEIA)
occasioned by any act or omission to act in connection with the Plan, if such act
or omission is in good faith.

.Appointment of Agent by Administrator. The Plan Administrator may delegate its

duties to a TPA, and such TPA may perform all the duties of the Administrator as
set forth in this Article VIII, subject to the terms of the Plan.

ARTICLE IX - AMENDMENT AND TERMINATION OF PLAN

Amendment of Plan. This Plan may be amended at any time by the PEIA to any
extent and in any manner that it may deem advisable, by a written instrument
signed by PEIA.

Termination of Plan. PEIA has established the Plan with the bona fide intention
and expectation that it will be continued indefinitely, but PEIA will have no
obligation whatsoever to maintain the Plan for any given length of time and may -
discontinue or terminate the Plan at any time without liability. Upon termination
or discontinuance of the Plan, all elections and reductions in compensation
related to the Plan shall terminate, and reimbursements shall be made in
accordance with Article VI and Article VII.

ARTICLE X - MISCELLANEOUS PROVISIONS

Communication to Employees. Promptly after the Plan is adopted, PEIA will
notify all Employees of the availability and terms of the Plan.
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10.2

10.3

10.4

10.5

10.6

- 10.7

10.8

Information_to _be Furnished. Participants shall provide the Employer and

Administrator with such information and evidence, and shall sign such
documents, as may reasonably be requested from time to time for the purpose of
administration of the Plan.

Limitation of Rights. Neither the establishment of the Plan nor any amendment
thereof will be construed as giving to any Participant or other person any legal or
equitable right against the Administrator or the E mployer, e xcept as e xpressly
provided herein, and in no event will the terms of employment or service of any
Participant be modified or in any way be affected hereby.

Benefits Solely from General Assets. The Benefits provided hereunder will be
paid solely from the general assets of the Employer. The Benefits provided by- -
the Plan are given in exchange for the Participant’s salary reduction agreement.

" Nothing herein will be construed to require the Employer or the Administrator to

maintain any fund or segregate any amount for the Benefit of any Participant and
no Participant or other person shall have any claim against, right to, or security or
other interest in, any fund, account asset of the Employer from which any
payment under the Plan may be made. :

Non-assignability of Rights. The right of any Participant to receive any
reimbursement under the Plan shall not be alienable by the Participant by
assignment or any other method, and will not be subject to be taken by his
creditors by any process whatsoever, and any attempt to cause such rights to be
so subjected will not be recognized, except to such extent as may be required by.
law.

Non-alienation of Benefits. Benefits payable under this Plan shall not be subject
in any manner to anticipation, alienation, sale, transfer, assignment, pledge,

. encumbrance, charge garnishment, execution, or levy of any kind, either

voluntary or involuntary, including any such liability which is for alimony or other
payments for the support of a Spouse or former Spouse, or for any other relative
of the Employee, prior to actually being received by the person entitled to the
benefit under the terms of the Plan, and any attempt to anticipate, alienate, sell,
transfer, assign, pledge, encumber, charge, or otherwise dispose of any right to
benefits payable hereunder shall be void. The Employer and PEIA shall not in
any manner be liable for, or subject to, the debts, contracts, liabilities,
engagements, or torts of any person entitled to benefits hereunder.

Divestment of Benefits. Subject only to the specific provisions of this Plan,
nothing shall be deemed to divest a Participant of a right to the benefit to which
the Participant becomes entitled in accordance with the provisions of this Plan.

No Guarantee of Tax Consequences. Neither the Administrator nor the

Employer makes any commitment or guarantee that any amounts paid to or for

the benefit of a Participant under Article VI will be excludable from the
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Participant's gross income for Federal or state income tax purposes, or that any
other Federal or state treatment will apply to or be available to any Participant. It
shall be the obligation of each Participant to determine whether each payment
under Article VI is excludable from the Participant’s gross income for Federal or
state income tax purposes, and to notify the Employer if the Participant has
reason to believe that any such payment is not so excludable.

10.9 Indemnification of Employer by Participants. If any Participant receives one or
more payments or reimbursements under Article VI that are not for Health Care
Expenses, such Participant shall indemnify and reimburse the Employer for any
liability it may incur for failure to withhold Federal or state income tax or Social
Security tax from such payment or reimbursements.  However, such
indemnification and reimbursement shall not exceed the amount of additional
Federal and state income tax that the Participant would have owed if the
payments or reimbursements had been made to the Participant as regular cash
compensation, plus the Participant's share of any Social Security tax that would
have been paid on such compensation, less any such additional income and
Social Security tax actually paid by the Participant.

10.10 Governing Law. The Plan will be conétrued, administered and enforced
according to the laws of the State of West Virginia.

10.11 Execution of Documents. Each Employee, family member or beneficiary, does,
by the acceptance of potential benefits u nder this Plan, agree to execute any
documents, which may be necessary or proper in the carrying out of the purpose
and intent of the Plan. -

10.12 Election Not to Participate. .Each eligible Participant shall have the right to elect
not to participate in this Plan.

10.13 Not a Contract of Employment. This Plan shall not be deemed to constitute a
contract between the Employer and the Participant or to be a consideration or an
inducement for the employment of any Participant. Nothing contained in the
Plan shall be deemed to give any Participant the right to be retained in the
service of the Employer or to interfere with the right of the Employer to discharge
any Participant at any time regardless of the effect which said discharge shall
have'upon the employee as a Participant of the Plan.

10.14 Severability. If any provision of this Plan shall be held by a court of competent
jurisdiction to be invalid or unenforceable, the remaining provisions hereof shall
continue to be fully effective.

10.15 Construction of the Plan. PEIA and/or Administrator may construe any
ambiguous provisions of the Plan, correct any defect, supply any omission, or
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reconcile any inconsistency, in such manner and to such extent as PEIA in its
discretion may determine, any such action of PEIA shall be binding and
conclusive upon all Participants.

ARTICLE X! - CONTINUATION COVERAGE

Right to Elect Continuation Coverage. To the extent reduired by COBRA, a

Participant, the Participant's Spouse, ex-spouse, and the Participant's
dependent child can elect continuation coverage of such optional benefits under

‘the Employer’s Medical Pian and Medical Reimbursement Plan.
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1.1

1.2

1.3

Xl
DEPENDENT CARE REIMBURSEMENT PLAN
ARTICLE | --INTRODUCTION

Purpose of Plan. The purpose of the Plan is to enable Participants to elect to
receive payments of reimbursements of their dependent care expenses that are

- excludable from the Participant’s gross income under Section 129 of the Code. -

Qualification of Plan. This Plan is intended to qualify as a dependent care
assistance program under Section 129 of the Code, and is to be interpreted in a
manner consistent with the requirements of Section 129.

Effective Date. The Plan is amended and restated effective January 1, 1999.

ARTICLE Il - DEFINITIONS

The definitions in this Plan shall have the same meanings as set forth in the State of

West Virginia Public Employees Insurance Agency Section 125 Plan, unless otherwise
indicated below. S

2.1

22

2.3

“Benefits’ means any amount(s) paid to a Participant in the Plan as
reimbursement for Dependent Care Expenses incurred by a Participant during a
Period of Coverage by the Participant, Spouse, or Dependent.

“Dependent” m eans any individual who is (a) dependent (as defined in Code
Section 152) of the Participant who is under the age of 13 and with respect to
whom the Participant is entitied to an exemption under Section 151(c) of the
Code, or (b) a dependent as defined in Code Section 152(c) or Spouse of the
Participant who is physically or mentally incapable of caring for him or herself.

“Dependent Care Expenses” means eXpenses incurred by a Participant which
(a) are incurred for the care of a Dependent of the Participant or for related
household services, (b) are paid or payable to a Dependent Care Service
Provider, and (c) are incurred to enable the Participant to be gainfully employed
for any period of which there are one or more Dependents with respect to the
Participant. “Dependent Care Expenses” shall not include expenses incurred for
services outside the Participant's household for the care of a Dependent unless
such Dependent is described in Section 2.2(a) above or regularly spends at least
eight (8) hours each day in the Participant's household. :

Dependent Care Expenses shall be deemed to be incurred at the time the services to
which the expenses related are rendered.
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2.5

2.6

2.7

2.8

2.9

2.10

2.1

2.12

2.13

“Dependent Care Reimbursement Account” means the account described in
Article V hereof.

“Dependent Care Service Provider" means a person who provides care or other
services described in Section 2.3 above, but shall not include (a) a dependent
care center (as defined in Section 21(b)2)(D) of the Code), unless the
requirements of Code Section 21(b)(2)(C) are satisfied, or (b) a related individual
described in Section 129(c) of the Code.

“Earmed Income” means all income derived from wages, salaries, tips, self-
employment and other employee compensation (such as disability benefits) but
such term does not include any amounts received (i) under the Plan or any other
Dependent Care program under Code Section 129, (i) as pension or annuities;
or (iii) as unemployment or Worker's Compensation.

“Effective Date” means this amendment and restatement is effective January 1, -

1909,

. “Eligible Expenses” means all Dependent Care Expenses incurred by a

Participant or by his Spouse which are paid to a Dependent Care Service
Provider.

“Grace Period” means the 90 day period immediately after the end of each
Period of Coverage during which a Participant may submit claims for
reimbursement from the Dependent Care Reimbursement Account for claims
incurred during the immediately preceding Period of Coverage.

“Highly Compensated Individual” means a Participant who is (a) a 5 peréent

owner, (b) received compensation from the Employer in excess of $75,000 (as
adjusted), (c) received compensation from the E mployer in excess of $50,000
(as adjusted) and was in the top-paid group of Employees for such year, or (d)
an officer who received compensation greater than 50 percent of the amount in
effect under Section 415(b)(1)(A) of the Code for such year.

“Participant” means each Employee who elects to participate in the Plan in
accordance with Article 111, :

“Period of Coverage” means the Plan Year. The Period of Coverage will be
twelve (12) months, except for the periods of Coverage during which an
Employee is a Participant for less than the entire Period of Coverage. A Period
of Coverage shall not be for a duration, which would enable a Participant to defer
the receipt of Compensation or to obtain coverage under the Plan only for
periods during which a Participant expects to incur Dependent Care Expenses.

“Plan” means The State of West Virginia Public Employees Insurance Agency
Dependent Care Reimbursement Plan as set forth herein, together with any and
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all amendments and -supplements hereto, which is designed to operate in
conjunction with the Section 125 Plan.

2.14 “Plan Year" means the twelve-month period beginning July 1 and ending

June 30.

215 “Section 125 Plan” means The State of West Virginia Public Employees

Insurance Agency Section 125 Plan as amended from time to time.

The singular shall include the plural and vice-versa, whenever used herein, unless the
‘context clearly indicates otherwise.

3.1

3.2

3.3

34

ARTICLE Il - PARTICIPATION

Eligibility to Participate. All Eligible Employees may participate in and enter the
Plan. - : '

. Commencement of Participation. An Eligible Employee may elect to become a

Participant in the Plan by completing a Benefit Election Form and filing it with the
Employer. Such an individual will become a Participant upon the effective date
of an election to participate in the Plan as set forth in Article IV. In order to
participate in the Plan during a particular Period of Coverage, an Employee must
complete and file a Benefit Election Form during an Open Enrollment period
designated by the Employer, which period shall end prior to the first day of such
Period of Coverage. An Eligible Employee hired after Open Enroliment, must
enroll during the month of hire or the following month.

On the Benefit Election Form, the Employee shall designate the amount of
Compensation to be contributed to the Dependent Care Reimbursement
Account, and thereby agrees to reduced Compensation by such amount.

_ Cessation of Participation. Except as provided in Articlé VI, a Participant will

cease to be a Participant as of the earlier of (a) the date on which the Plan
terminates, (b) the date on which the participant ceases to be an Eligible
Employee, or (c) the date on which the election under the Section 125 Plan to
receive Dependent Care Expense reimbursements expires or is terminated
under the Section 125 Plan.

Reinstaterent of Former Participant. A Former Participant who is eligible under
Section 3.1 elects again under the Section 125 Plan to receive reimbursement of
Dependent Care Expenses under this Plan, will again become a Participant in
this Plan on the effective date of such election. However, in the case of a
Participant who separates from service with the Employer during a Period of
Coverage and elects to revoke existing benefit elections and terminates the
receipt of Benefits for the remaining portion of the Period of Coverage, such a
Participant who returns to service within the same Period of Coverage, will be
145




3.5

4.1

4.2

43

prohibited from making new benefit elections for the remaining portion of such
Period of Coverage.

Salary Reduction. By participating in the Plan, each Participant agrees to have
annual Compensation reduced by the amount of money the participant has
elected to contribute to his Dependent Care Reimbursement Account under the
Section 125 Plan. - No Participant shall be entitied to reduce Compensation for

. Dependent Care Benefits by more than the aggregate maximum amount -of

Benefits specified in Section 4.4.

ARTICLE IV - ELECTION TO RECEIVE DEPENDENT CARE

ARTICLE IV -ELEGITUIN 1 ) A s ———————

REIMBURSEMENTS

Election Procedure. A Participant may elect to receive Dependent Care
Expense Reimbursement under this Plan by filing a Benefit Election Form in
accordance with the procedures set forth in the Section 125 Plan. An election to
receive Dependent Care Expense Reimbursements shall be irrevocable and
remain in effect until the end of the Period of Coverage, unless there is a change
in family status, as provided in the Section 125 Plan.

Maximum Dependent Care Reimbursement. The maximum amount which the
Participant may receive in any Period of Coverage in the form of Dependent
Care Expense Reimbursement under this Plan shall be the lesser of (a) the
Participant's Earned Income for the Period of Coverage (after all reductions in
compensation including the reduction related to Dependent Care
Reimbursement), (b) the actual or deemed Earned Income of the Participant's
Spouse for the Period of Coverage, or (c) $5,000 ($2,500 where a separate
return is filed by a married individual). In the case of a Spouse who is a full-time
student at an education institution or is physically or mentally incapable of caring
for him or herself, such spouse shall be deemed to have Earned Income of not
less than $200 per month if the Participant has one Dependent and $400 per
month if the Participant has two or more Dependents.

Nondiscriminatory Benefits. The Plan is intended not to discriminate in favor of
Highly Compensated Individuals or Key Employees (as defined in Code Section
414(q)) as the eligibility to participate, contributions and/or benefits, and to
comply in this respect with the requirements of the Code. If, in the judgment of
the Plan Administrator, the operation of the Plan in any Period of Coverage
would result in such discrimination, then such Plan Administrator shall select and
exclude from coverage under the Plan such Highly Compensated or Key

_Participants and/or reduce contributions and or Benefits under the Plan for such

Participants, as shall be necessary to assure that, in the judgment of the Plan
Administrator, the Plan does not discriminate.
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4.4

5.1

5.2

Maximum__Employer Contributions. The maximum amount of Employer
contributions under the Plan for any Participant shall be the maximum amount,
which the Participant may receive in the form of Dependent Care Expense

_Reimbursement under the Plan.

ARTICLE V - DEPENDENT CARE REIMBURSEMENT ACCOUNTS

Establishment of Accounts. The Administrator will establish and maintain on its

- books a Dependent Care Reimbursement Account for each Period of Coverage:

with respect to each Participantwho has elected to receive reimbursement of
Dependent Care Expenses incurred during the Period of Coverage.

Crediting of Accounts. There shall be credited to a Participant's Dependent Care
Reimbursement Account for each Period of Coverage as of each date
Compensation is paid, for the Participant in such Period of Coverage, an amount
equal to the reduction, if any, to be made in such Compensation in accordance
with the Participant's Benefit Election Form under the Section 125 Plan.
Contributions shall be credited to Dependent Care Reimbursement Accounts in
equal amounts over 8 period of time established by the Employer. All amounts
credited to such Dependent Care Reimbursement Account shall be the property
of the Employer until paid out pursuant to Article V1.

{if an Employee’s net pay is not sufficient to fully fund the requested salary reduction,
the contribution cannot be made up in the future when the Participant has earned salary
sufficient to fund such benefit election}.

53

5.4

Debiting of Accounts. A Participant’s Dependent Care Reimbursement Account
for each Period of Coverage shall be debited from time to time as provided in
Section 6.2 hereof in the amount of any payment under Article VI to or for the
benefit of the Participant for Dependent Care Expenses incurred during such
Period of Coverage. Amounts debited 1o each such Dependent Care
Reimbursement Account shall be treated as payments of the earliest amounts
credited to the Account and not yet treated as paid under this Section 5.3, under
a “first-in, first-out” approach. ‘

Forfeiture of Accounts. The amount credited to a Participant's Dependent Care
Reimbursement Account for any Period of Coverage shall be used only to
reimburse the Participant for Dependent Care Expenses incurred during such
Period of Coverage, and only if the Participant applies for reimbursement on or
before the end of the Grace Period following the Period of Coverage in which the
expenses were incurred. If any balance remains in the Participant's Dependent
Care Reimbursement Account for a Period of Coverage after all reimbursement
hereunder, such balance shall not be carried over to reimburse the Participant
for Dependent Care Expenses incurred during a subsequent Period of Coverage,
but shall be forfeited. (Forfeited amounts shall be used to pay the administrative
expenses of the Plan).
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ARTICLE IV - PAYMENT OF DEPENDENT CARE EXPENSE REIMBURSEMENTS

6.1

6.2

6.3

Claims for Reimbursement. A Participant may apply to the. Employer for
reimbursement of Dependent Care Expenses incurred by the Participant during
the Period of Coverage by submitting an application in writing to the Employer, in

. such form as the Employer may prescribe, setting forth.

(a) The amount, date and nature of the expense with respect to which a
. payment or reimbursement is requested. , '

(b) The names, address and tax identification ndmb’er of the"'person,' -
organization, or entity to which the expense was or is to be paid.

(c)  Such other information as the Employer may from time to time require.

Such application shall be accompanied by a receipt showing the amounts of
such expenses, together with any additional documentation, which the
Administrator may request. Claims for reimbursement may be made at any time
during the Period of Coverage or within the grace period.

Expenses shall be considered incurred when the dependent care is provided,
and not when the Participant is formally billed, charged for, or pays for the
expense. : :

Reimbursement or Payment of Expenses. The Employer shall reimburse the
Participant from the Participant's Dependent Care Reimbursement Account for
Dependent Care Expenses incurred during the Period of Coverage, for which the
Participant submits a written application and documentation in accordance with
Section 6.1. No Reimbursement or payment shall at any time exceed the
balance of the Participant's Dependent Care Reimbursement Account for the
Period of Coverage at the time of the Reimbursement or Payment. The amount
of Dependent Care Expense not reimbursed or paid as a result of the preceding
sentence will be carried over and reimbursed if and when the balance in the
Participant's Dependent Care " Reimbursement Account permits such
reimbursement or payment. Notwithstanding anything herein to the contrary, a
claim with respect to a Period of Coverage must be filed by the end of the Grace
Period to be eligible for reimbursement. In no event may the annual value of
Benefits provided hereunder for any Participant pursuant to the Participant's
election on his Benefit Election Form exceed the maximum reimbursement
amount as described in Section 4.:2.

Limitation on Amount of Benefits. The average Benefits provided to Non-Highly

Compensated Individuals must be at least 55% of the average Benefits provided

to Highly Compensated Individuals under all Dependent Care Reimbursement

Plans of the Employer. For purposes of this limitation, in the case of any

Benefits provided through a salary reduction agreement, the Plan may disregard
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6.4

6.5

6.6

.any Participant whose Compensation is less than $25,000. For purposes of the

above paragraph, there shall be excluded from consideration Employees who
are described in Code Section 129(d)(9).

Principal Shareholders Limitation. Not more than 25 percent of the amounts
paid or reimbursed by and Employer for Dependent Care Expenses incurred
during a Period of Coverage may be provided for the class of Participants, each
of whom (on any day of such Period of Coverage) owns more than 5 percent of

. the stock or of the capital or profits interest in such Employer. The ownership of

stock in an Employer shall be determined.in accordance with the rules provided

under Section 1563(d) and (e) of. the” Code (without regard to Section

1563(e)(3)(C)). The Administrator shall reduce the Dependent Care Benefits for
such Participants to the extent that it reasonably believes necessary to prevent
this limitation from being exceeded.

Officers, Owners, and Highly Compensated Individuals. The Administrator shall
also reduce the Dependent Care Benefits for Officers, Owner, and Highly
Compensated Individuals and their Dependents, to the extent that absent such
reduction, the Program would be discriminatory within the meaning of Section
129(d)(2) of the Code.

Verification of information.

(a)  Limitations. Participants shall furnish to the Administrator such
information as the Administrator shall reasonably require to satisfy itself
that the limitations contained in Sections 6.3, 6.4 and 6.5 are not violated.
The Administrator may, but shall not be required to, require verification of
such information, and refuse to pay Benefits unless and until it is satisfied
that none of the limitations contained in Article IV and VI would be violated
by such payment. : :

(b) Dependent Care Expenses. The Administrator may, but shall not be
required to, require verification of Dependent Care Expenses for which
Benefits are claimed and refuse to pay Benefits unless and until it is
satisfied that such Benefits have been incurred. A Participant shall
cooperate fully with such verification if the Administrator requires him to
do so.

(c)  Service Provider Identifying Information. No amount paid or incurred by
the Employer for Benefits provided to a Participant shall be excluded from
the gross income of a Participant unless:

(1)  the name, address and taxpayer identification number of the facility
or name, address, Social Security number and signature of the
person performing the services are included on the Reimbursement
‘Claim Form to which the exclusion relates; or
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(2)  if such person is an organization described in Section 501(c)(3) of
the Code and exempt from tax under Section 501(a), the name and
address of such person are included on the Reimbursement Claim.
Form to which the exclusion relates.

The preceding sentence shall not apply if the Participant can show that due diligence
was exercised in attempting to provide the required information in the case of a failure
to provide such information.

6.7

7.1

7.2

8.1

Limitation on Dependent Care Benefits. Notwithstanding énything herein to the
contrary, no benefit shall be paid under this Article V-l tot he e xtent o therwise
reimbqrsed. o S

ARTICLE VIl - TERMINATION OF PARTICIPATION

Termination of Participation. In the event that a Participant ceases to be a
Participant in this Plan for any reason, the Participant’s election with respect to
the Dependent Care Reimbursement Plan shall terminate. However, the
Participant (or estate) shall be entitled to reimbursement for Dependent Care
Expenses incurred within the same Plan Year of termination until the Dependent
Care Reimbursement Account is exhausted, but only if the Participant (or -
estate) applies for such reimbursement in accordance with Section 6.1. No such
reimbursement s hall e xceed the remaining balance, if any, in the Participant's
Dependent Care Reimbursement Account for the Period of Coverage in which
the expenses were incurred.

Leave of Absence. Upon termination of employment, Participants may no longer
contribute to their Dependent Care Reimbursement Accounts. However,
Participants who take an unpaid leave during-a Period of Coverage may continue
to contribute to their Dependent Care Reimbursement Accounts using after-tax
dollars. ’

ARTICLE Viil - ADMINISTRATION

Plan Administrator. The Administrator shall have the sole responsibility for the
administration of this Plan. The Administrator shall have the authority to appoint
such other person or committee from time to time to supervise the administration
of the Plan. The designated representatives of the Administrator shall have only
those specific powers, duties, responsibilities and obligations as are specifically
given them. '

The Administrator warrants that any directions given, i nformation furnished, or

action by it shall be in accordance with the provisions of the Plan authorizing or

providing for such direction, information or action. Furthermore, the

Administrator may rely upon such direction, information or action of another
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8.2

8.3

8.4

8.5

- Employee or Employer as being proper under this Plan, and is not required

under this Plan to inquire into the propriety of any such direction, information or
action. It is intended under this Plan that the Administrator shall be responsible
for the proper exercise of its own powers, duties, responsibilities and obligations
under this Plan and shall not be responsible for any act or failure to act of
another Employee of the Employer. Neither the Administrator nor the Employer
makes any guarantee to any Participant in any manner for any loss or other

_ event because of the Participant's participation in this Plan.

All usual and reasonable expenses of the Administrator that are not properly
chargeable to or payable by the Plan (including payment out of forfeitures

-pursuant to Section 5.4) shall be paid by the Employer, and any expenses not

paid by the Employer shall not be the responsibility of the Administrator -
personally. The Administrator or any other designated representative of the
Employer who is an Employee of the Employer shall not receive any
compensation with respect to services hereunder except as such person may be
entitled to Benefits under this Plan. A

it shall be a principal duty of the Administrator to see that the Plan is carried out,
in accordance with its terms, for the exclusive benefit of persons entitled to
participate in the Plan without discrimination among them.

The Administra"cor will have full power to administer the Plan in all of its details
subject to applicable requirements of law. '

Records and Reports. The Administrator shall exercise such authority and

_responsibility as it deems appropriate in order to comply with the terms of the

Plan relating to the records of the Participants and the balances, if any, which
are maintained under this Plan. The Administrator shall be responsible for
complying with all reporting, filing and disclosure requirements established by the
Internal Revenue Service for Code Section 129 Plans.

Examination of Records. The Administrator will make available to each
Participant such records as pertain to the Participant, for. examination at
reasonable times during normal business hours. '

Reliance on Tables, etc. In administering the Plan, the Administrator will be
entitied, to the extent permitted by law, to rely conclusively on all tables,
valuations, certificates, opinions and reports which are furnished by any
accountant, counsel or other expert who is employed or engaged by the
Administrator. '

Rules and Decisions. The Administrator may adopt such rules as it deems

necessary, desirable or appropriate. All rules and decisions of the Administrator,

whether discretionary or otherwise, shall be exercised in a uniform and

consistent manner so that all persons similarly situated will receive substantially
‘ 151




8.6

8.7

the same treatment. When making a determination or calculation, the
Administrator shall be entitied to rely upon information furnished by a Participant,
the Employer, or the legal counsel of the Employer.

Facility of Payment. Whenever, in the Administrator’s opinion, a person entitled
to receive any payment of a Benefit or instaliment thereof is under a legal
disability or is incapacitated in any way so as to be unable to manage the
person’s financial affairs, the Administrator may direct the Employer to make
payments to such person or to the person’s legal representative or to a relative
of such person for such person's benefit, or the Administrator may direct the

" Employer to apply the payment for the Benefit of such person in such manner as
' the Administrator considers advisable. Any payment of a Benefit or instaliment
thereof in accordance with the provisions of this Section 8.6 shall be a complete

discharge of any liability for the making of such payment under the provisions of
the Plan.

Claims and Review Procedures.

(@) A claim for Benefits under the Plan shall first be filed with the TPA. Notice
of the decision shall be furnished to the claimant by the TPA within a
reasonable period of time after receipt of the claim by the TPA. If a
Participant does not receive notice of denial of a claim for Benefits under
the Plan within 90 days of the filing of such claim, then the claim shall be
deemed denied.

(b) A claimant may review all pertinent documents and may request a review
by the TPA of any claim. Any such request must be filed in writing with
the TPA within 90 days after the earlier of (i) receipt by the claimant of
written notice of the decision on the claim or (i) 90 days after the initial
filing of such claim. Such written request for review shall contain all
additional information, which the claimant wishes the TPA to consider.
Notice of the decision on review shall be furnished in writing to the
claimant within 90 days (unless special circumstances require an
extension of up to 90 additional days) following the receipt of the request
for review. The TPA's written decision shall include specific reasons for
the decision and shall refer to the pertinent provisions of the Plan or of the
Plan Documents on which the decision is based.

(c) I such claim is denied by the TPA, a claimant may appeal in writing to
PEIA. Such appeal must be filed with PEIA within 30 days of receipt of
the TPA's decision denying such claim. All information relating to the
denial, including a copy of the denial letter from the TPA, must be
supplied to PEIA by the claimant. PEIA will, after reviewing the facts,
make a final determination and notify the claimant of its decision. Such
decision shall be final and binding.
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8.8

8.9

8.10

9.1

9.2

10.1

10.2

Nondiscriminatory Exercise of Authority. Whenever, in the administration of the
Plan, any discretionary action by the Administrator is required, the Administrator
shall exercise its authority in a nondiscriminatory manner SO that all persons
similarly situated will receive substantially the same treatment.

Indemnification of Administrator. PEIA agrees to indemnify and to defend to the
fullest extent permitted by law any Employee serving as the Administrator or as a
member of a committee designated as Administrator (including any Employee or
former Employee who formerly served as Administrator or as a member of such
committee) against all liabilities, damages, costs and expenses (including
attorney’s fees and amounts paid in settlement of any claims approved by PEIA)
occasioned by any act or omission to act in connection with the Plan, if such act
or omission is in good faith.

Appointment of Agency by Plan_Administrator. The Plan Administrator may
delegate its duties to a TPA, and such TPA may perform all of the duties of the
Administrator as set forth in this Article VHI, subject to the terms of the Plan.

ARTICLE IX - AMENDMENT OR TERMINATION OF PLAN

Amendment of Plan. This Plan may be amended at any time by the PEIA to any
extent and in any manner that it may deem advisable, by a written instrument
signed by PEIA. ‘

Termination of Plan. PEIA has established the Plan with the bona fide intention
and expectation that it will be continued indefinitely, but PEIA will have no
obligation whatsoever to maintain the Plan for any given length of time and may
discontinue or terminate the Plan at any time without liability. Upon termination
or discontinuance of the Plan, all elections and reductions in Compensation
related to the Plan shall terminate, and reimbursements shall be made in
accordance with Atticle Vi and Article VIi.

ARTICLE X - MISCELLANEOUS PROVISIONS

Communication to Employees. Promptly after the Plan is adopted, PEIA will
notify all Employees of the availability and terms of the Plan.

Information_to be Furnished. Participants shall provide the Employer and
Administrator  with such information and evidence, and shall sign such
documents, as may reasonably be requested from time to time for the purpose of
administration of the Plan. A
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10.3

10.4

10.5

10.6

10.7

10.8

Limitation of Rights. Neither the establishment of the Plan nor any.amendment
thereof will be construed as giving to any Participant or other person any legal or

_equitable right against the Administrator or the E mployer, e xcept as expressly

provided herein, and in no event will the terms of employment or service of any
Participant be modified or in any way be affected hereby. 4

Benefits Solely from General Assets. The Benefits provided hereunder will be
paid solely from the general assets of the Employer. The Benefits provided by
the Plan are given in exchange for the Participant’s salary reduction agreement.
Nothing herein will be construed to require the Employer or the Administrator to
maintain any fund or s egregate any amount for the benefit of any Participant,
and no Participant or the person shall have any claim against, right to, or security
or other interest in, any fund, account or asset of the Employer from which any
payment under the Plan may be made. ) '

Non-assignability of Rights. The right of any Participant to receive any
reimbursement under the Plan shall not be alienable by the Participant by
assignment or any other method, and will not be subject to be taken by his
creditors by any process whatsoever, and any attempt to cause such rights to be
so subjected will not be recognized, except to such extent as may be required by
law. : :

Non-alienation of Benefits. Benefits under this Plan shall not be subject in any
manner to anticipation, alienation, sale, transfer, assignment, pledge,
encumbrance, charge garnishment, execution or levy of any kind either voluntary
or involuntary, including any such liability which is for alimony or other payments
for the support of a Spouse or former Spouse, or for any other relative of the
Employee, prior to actually being received by the person entitied to the benefit
under the terms of the Plan, and any attempt to anticipate, alienate, sell, transfer,
assign, pledge, encumber, charge, or otherwise dispose of any right to Benefits
payable hereunder, shall be void. The Employer and PEIA shall not in any
manner be liable for, or subject to, the debts, contracts, liabilities, engagements,
or torts of any person entitled to Benefits hereunder.

Divestment of Benefits. Subject only to the specific provisions of this Plan,
nothing shall be deemed to divest a Participant of a right to the benefit to which
the Participant becomes entitled in accordance with the provisions of this Plan.

Guarantee of Tax Consequences. Neither the Administrator nor the Employer
makes any commitment or guarantee that any amounts paid to or for the benefit
of a Participant under Article VI will be excludable from the Participant's gross
income for Federal or State income Tax purposes, Of that any other Federal or
State tax treatment will apply to or be available to any Participant. It shall be the
obligation of each Participant to determine whether each payment under Article
Vi is excludable from the Participant's gross income for Federal and state
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10.9

10.10

10.11

10.12

10.13

10.14

income tax purposes, and to notify the Employer if the Participant has reason to
believe any such payment is not so excludable. ‘

Indemnification of Employer by Participants. If any Participant receives one or
more p ayments or reimbursement under A rticle V1 that are not for Dependent
Care Expenses, such Participant shall indemnify and reimburse the Employer for
any liability it may incur for failure to withhold Federal or State income tax or
Social Security tax from such payment or reimbursements. However, such
indemnification and reimbursement shall not exceed the amount of additional
Federal and State income tax that the Participant would have owed if the
payments or reimbursements had been made to the Participant as regular cash
compensation, plus the Participant's share of any Social Security tax that would
have been paid on such compensation, less -any such additional income and
Social Security tax actually paid by the Participant.

Governing Law. The Plan will be construed, administered and enforced
according to the laws of the State of West Virginia. :

Execution of Documents. Each Employee, family member or beneficiary, does,
by his acceptance of potential Benefits under this Plan agree to execute any
documents, which may be necessary or proper in the carrying out of the purpose
and intent of the Plan. o

Election Not to Participate. Each eligible Participant shall have the right to elect
not to participate in this Plan. ‘

Not a Contract of Employment. This Plan shall not be deemed to constitute a
contract between the Employer and any Participant or to be a consideration or
an inducement for the employment of any Participant. Nothing contained in this
Program shall be deemed to give any Participant the right to be retained in the
service of the Employer or to interfere with the right of the Employer to discharge
any Participant at any time regardless of the effect which such discharge shall
have upon him or her as a Participant of the Plan.

Severability. If any provision of this Plan shall be held by a court of competent
jurisdiction to be invalid or unenforceable, the remaining provisions hereof shall
continue to be fully effective.

10.15 Construction of the Plan. PEIA and/or the Administrator nﬁay-construe any

ambiguous provisions of the Plan, correct any defect, supply any omission, or
reconcile any inconsistency, in such manner and to such extent as PEIA in its
discretion may determine, any such action of PEIA shall be binding and
conclusive upon all Participants.
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APPENDIX A
LISTING OF CURRENT TPAs
Third Party Administrator for Medical Claims Processing and Customer Service

Acordia National

P. O. Box 2451
Charleston, WV 25329-2451

1-888-440-7342

1-304-353-7820

Third Party Administrator for Medical Utilization Review

intracorp
Appeals Department
523 Plymouth Road
Plymouth Meeting, PA 19462
1-888-440-7342

Third Party Administrator for Prescription Drug Plan

Merck-Medco
100 Parson Pond Road
Franklin Lakes, NJ 07417
1-800-711-3808

Administrator for Mountaineer Flexible Benefits

Fringe Benefits Management Company
P.O. Box 1878
Tallahassee, FL 32302
1-800-342-8017

Administrator for PEIA Basic and Optional Life Insurance and AD&D

Unum/Provident Life Insurance
2 Lakeside Commons, Suite 500
980 Hammond Drive
Atlanta, GA 30328
1-800-717-0590
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Administrator for Nurse Advice Line

CareWise Inc.
701 Fifth Avenue, 26" Floor
Seattle, WA 98104-7015
1-877-294-7342

Third Party for Subrogation of Claims

Beacon Recovery
Beacon Recovery Group
205 Portland Street
Boston, MA 02114-1721
(617) 570-8000
Toll-free 1-800-874-0500
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APPENDIX B

PREMIUMS (PPB, MANAGED CARE AND LIFE)

Premium Rate Tables for July 1, 2000
Attached
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APPENDIX C

DEDUCTIBLES, COINSURANCE AND COPAYMENTS
FOR MEDICAL BENEFITS PLAN

ANNUAL MEDICAL DEDUCTIBLES

Neiia VR S A st M A e b S

Annual Salary «Employee Only Employee & Family Family with
: Child{ren) Employee Spouse”

$0 -18,000 $100.00 $200.00 $200.00 $200.00
$18,001-30,000 $150.00 $300.00 $300.00 $300.00
$30,001- 40,000 $200.00 $400.00 $400.00 $400.00
$40,001 + $250.00 $500.00 $500.00 $500.00
For non-state $150.00 $300.00 $300.00 $300.00
agency employees )
For retired $150.00 : $300.00 $300.00° $300.00
employees -

*Deductibles for Family with Employee Spouse coverage are based on the average of
the two employee’s salaries. Add the annual salaries together and divide by two to get
the basis of the premium. This provision does not apply to local government agency or
retired employees.

B o o Annual ImNetwork Dedictible.” o

Annual Salary ployee Only Employee & Family Family with
Child(ren) Employee Spouse

$0 -18,000 $200.00 $400.00 $400.00 $400.00
$18,001-30,000 $300.00 $600.00 $600.00 $600.00
$30,001- 40,000 $400.00 $800.00 $800.00 $800.00
$40,001 + : $500.00 $1,000.00 $1,000.00 $1,000.00
For non-state $300.00 $600.00 $600.00 $600.00
agency employees
For retired $300.00 $600.00 $600.00 $600.00
employees

The out-of-network deductible is twice the amount of the in-network deductible.
Medical charges applied toward the out-of-network deductible for services received
outside the PEIA PPO can also be applied to the in-network deductible. However, the
in-network deductible cannot be applied to the out-of-network deductible.
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COINSURANCE FOR IN-NETWORK AND OUT-OF-NETWORK BENEFITS

Access Care in WV
or in a bordering
county of a
surrounding state
using PPO
providers

20% Coinsurance

20% Coinsurance

ki h
20% Coinsurance

Access care outside
WV (beyond
bordering counties)
using PPO
providers with prior
approval

20% Coinsurance

20% Coinsurance

20% Coinsurance

Access care outside
WYV (beyond
bordering counties)
using non-PPO
providers with prior
approval

20% Coinsurance

20% Coinsurance

20% Coinsurance

Access care outside
WV (beyond
bordering counties)
using PPO
providers without
prior approval

40% Coinsurance

40% Cc_)insurance

20% Coinsurance

Access care outside
WYV (beyond -
bordering counties)
using non-PPO
providers without
prior approval

40% Coinsurance

40% Coinsurance

40% Coinsurance
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SERVICES COVERED IN FULL

b pe of Service 7 [ PPB Insured/Responsibility:
Routine Prenatal Care (Physician Services) $0; Covered in full*
Well Child Exams and Immunizations $0; Covered in full
High Risk Birth Score Program . $0; Covered in full
Annual Screening Mammogram - $0; Covered in full
Annual Pap Smear Test , $0: Covered in full ($10
| preventive care office visit copay
i applies)
Colorectal Cancer Screening Test . $0: Covered in full ($10
preventive care-office visit copay
; applies)
Prostate Cancer Screening Test ' $0; Covered in full ($10
preventive care office visit copay
applies) A

*Deductible applies only if not met in hospital services.

SERVICES SUBJECT TO COPAYMENT ONLY

cm—

Physician Office Visits — preventive care .$10 copayment/visit with no deductible
Physician Office Visits — treat illness or $15 copayment per visit with no deductible
injury

Adult Routine Physical Exams $10 copayment per visit with no deductible
Second Surgical Options* $15 copayment/visit with no deductible

*No copayment if required by utilization management.
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APPENDIX D

BENEFITS MAXIMUMS

Bt SR e R IR
Active State $0 - $18,000
Agency, Colleges $18,001 - $30,000 $1,000 $2,000
and Universities, $30,001 - $40,000 $1,250 $2,500
Boards of Education $40,000 - + $1,750 $3,500
Active, Local Not Applicable $1,000 $2,000
Government
Agencies
Retired, Medicare Not Applicable v $1,000 $2,000
Retired, Non- Not Applicable $1,000 $2,000
Medicare
ANNUAL BENEFIT MAXIMUMS

EUEITY Annual BenefitMaximuims: - ) Ty
Type of Service _ Benefit Maximum

' (per member per Plan Year)
*QOutpatient Mental Health/Chemical 20 Visits
Dependency
Outpatient Christian Science Treatment $1,000
*Outpatient Therapy Services: This ~ $1,000
benefit includes out-patient physical, (total amount aliowed for all therapies
occupational, message, speech, and combined)
vision therapies and chiropractic care.
Inpatient Rehabilitation ' 150 Days
Skilled Nursing Facility 100 Days

*Additional benefits may be recommended by Intracorp when they are medically

necessary and appropriate. Approval must be obtained before additional services are
rendered. ‘ '
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APPENDIX E
MEDICAL EQUIPMENT NOT COVERED

Examples of Durable Medical Equipment that are not covered expenses:

Bath Paraffin (Unit) Heat Lamps
- Bathroom Equipment: } Heating Pad
toilet seat . Hydraulic Van or Car Lift
commode Ice Bag
scale _ Irrigating Kit
bathtub seat, bathtub lift Language Master and other
rail or grab bar vocabulary assistance devices
Bed Baths Lift Chair
Bed Boards Massage Devices, Vibrators
Breast Pump Muscle Stimulators
Chair, Recliner or Autotilt ‘ Orthopedic Mattress
Chair Tables Percussion Packs
Child’s Stroller Professional Medical Equipment:
Contour Chair blood pressure kit
Diapers (Adult or infant) stethoscope, etc.
Diathermy Machines Pulse Tachometer
Earplugs or Molds Rollabout Chairs
Electric Bed Room Heater (Portable)
Environmental Control Sauna Baths
Equipment: Standing Tables
air cleaner Telephone Arms
air filter Thermometer
air conditioner : Trapeze Bar
dehumidifier Treadmill, Jogger
dust extractor Walking Cane with Seat
air freshener Waterbed
humidifier Whirlpool or Hydro Massage
sweeper Equipment
Enuresis Unit . Wig, Wig Styling
Escalator, Elevator or Stair Lift Transfer Bars or Benches
Exercise Bike, Stairmaster Geri Chairs
Food Liquidizer/Food Processor Special Adaptive Equipment
Hearing Aid '

Supplies such as tape, gauze, diapers, swabs, elastic bandages, and aspirin are not
covered for any reason.
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APPENDIX F

PEIA OUT-OF-STATE PPO PROGRAM

Preferred Provider Organizations

For services provided outside the State of West Virginia, the PEIA/Acordia
National network principally utilizes two network relationships. In the State of Ohio, the
network is Medical Mutual of Ohio’s SuperMed Plus Network. For all other states, the
network is Beech Street. These networks review their providers for quality standards
such as licensing, background and treatment patterns. As part of their agreement with
the network, the amount paid for services is a discounted amount. Remember, all
services you receive out-of-state, other than services by a PPO provider in a county that
borders West Virginia, must have prior approval in order to receive the highest level of
benefit. However, if you are traveling out-of-state and you have an emergency or
accident, go directly to the nearest provider for treatment without calling for approval
first. Your medical identification card carries the logos for both the Medical Mutual of
Ohio's (MMO) SuperMed Plus network and the Beech Street network.

When receiving services, always follow these important steps:

1. Always carry your most current Identification Card.

2. When seeking services outside West Virginia and beyond the bordering
counties, you must call Acordia National at (304) 353-7820 or (888) 440-7342
for prior approval to receive the highest level of benefits.

3. If you are experiencing an emergency or have an accident while outside of
West Virginia or a bordering county, prior approval is not necessary to
receive the highest level of benefits. If you are admitted to the hospital, you
or your provider must call Intracorp within 48 hours of the admission.

4. If your out-of-state service is approved, please make sure your provider is a
preferred provider with MMO or Beech Street.

5. Call Acordia National at (304) 353-7820 or (888) 440-7342 for network
provider information.

6. When you arrive at the doctor's office or hospital, present your Identification
Card, and the doctor or hospital will verify your m embership and coverage
information.
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7. After you receive medical attention, your claim is routed to Acordia National.

8. All PPO providers are paid directly, relievingyou ofany h assle and worry.
You will need to pay for out-of-pocket expenses'(deductible, copayments,
coinsurance and non-covered services). Acordia National will send you an
Explanation of Benefits.

To locate providers in the State of Ohio who participate in Medical Mutual of
Ohio’s (MMO) SuperMed Plus network, call (888) 440-7342 or (304) 353-7820, or
check the internet at www.mmoh.com. .

To locate preferred providers in all other states who participate in the Beech
Street network, call (888) 440-7342 or (304) 353-7820, or check the internet at
www.beechstreet.com. :
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APPENDIX G

COORDINATION OF PEIA’S BENEFITS WITH OTHER BENEFITS

APPLICABILITY

“A. This Coordination of Benefits (“COB”) provision applies to This Plan when

an employee, retired employee or covered dependent has health care coverage
under more than one Plan. “Plan” and “This Plan” are defined below.

B.  Ifthis COB provision applies, the order of benefit determination rules
should be looked at first. Those rules determine whether the benefits of This

- Plan are determined before or after those of another plan. The benefits of This

Plan:

(1) Shall not be reduced when, under the order of benefit
determination rules, This Plan determines its benefits before
another plan; but ’

(2) ~ May be reduced when, under the order of benefit determination
rules, another plan determines its benefits first. The above
reduction is described in Section IV, “Effect on the Benefits of This
Plan.”

C. This Plan will never provide benefits as both a Primary Plan and a
Secondary Plan for the same item of Allowable Expense incurred by the same
person. No person may receive benefits for the same item of Allowable Expense
from more than one PEIA-sponsored plan. “PEIA-sponsored plan” shall include
both this Plan and any plan offered by.an insurance company, health '
maintenance organization or other entity which has a contract with the PEIA to
provide group medical benefits to PEIA-eligible employees and dependents.

D. This Plan will not coordinate benefits with any optional dental, vision or
disability insurance offered through the PEIA-sponsored flexible benefits plan.

E. For any PEIA-insured person who is eligible for Medicare Parts A and B,
This Plan will coordinate benefits as if the person has enrolled for both Part A
and B coverage, regardless of whether or not the person has actually enrolled
for.such coverage.

DEFINITIONS

A “Plan” is any of these which provides benefits or services for, or because
of, medical or dental care or treatment: :

166



(1)
(2)
(3)

(4)

(7)

(8)

Group insurance and group subscriber contracts.
Uninsured arrangements of group or group-type coverage.

Group or group-type coverage through HMOs and other
prepayment, group practice and individual practice plans.

Group-type contract. Group-type contracts are contracts which are
not available to the general public and can be obtained and
maintained only because of membership in or connection with a
particular o rganization or group. G roup-type contracts answering
this description are included in the definition of “Plan” whether or
not uninsured arrangements or individual contract forms are used
and regardless of how the group-type coverage is designated (for
example, “franchise” or “blanket”).

The amount by which group or group-type hospital PPB benefits
exceed $100 per day. Hospital PPB benefits are benefits not
related to expenses incurred.

The medical benefits coverage is group, groub-type andA individual
automobile medical pay provisions; and '

Coverage under a govemmental plan, or coverage required or
provided by law. This does not include a State plan under
Medicaid (Title XIX, Grants to States for Medical Assistance
Programs, of the United States Social Security Act, as amended
from time to time).

For purposes of Section |1l, Paragraph B (1)(b) only, “Plan” shall
also include, for any person covered as a spouse or other
dependent under This Plan (i.e., the PEIA Plan), individual hospital
and surgical insurance coverage or individual major medical
insurance coverage in which the spouse or dependent is the
named insured or certificate holder and in which:

(@) The policy covers a specified- disease, accident only,
disability, or other limited benefits; and

(b)  The policy is specifically designed, represented and sold as
a supplement to other basic sickness and accident
_coverage; and

(c)  The entire premium for the policy is paid by the insured or
insured's family.
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B. “This Plan” is the part of the PEIA group benefit plan that provides
benefits for health care expenses.

C.  “Primary Plan/Secondary Plan;” The order of benefit determination rules
state whether This Plan is a Primary Plan or Secondary Plan as to another plan
covering the person. b

When This Plan is a Primary Plan, its benefits are determined before
those of the other plan and without considering the other plan's benefits.

When This Plan is a Secondary Plan, its benefits are determined after

- those of the other plan and may be reduced because of the other plan’s benefits.

D. “Allowable Expense” means a necessary, reasonable and customary item
of expense for health care when the item of expense is covered at least in part
by one or more plans covering the person for whom the claim is made.
Allowable Expenses under This Plan are calculated according to PEIA fee
schedules, rates and payment policies.

The difference between the cost of a private hospital room and the cost of
a semi-private hospital room is not considered an Allowable Expense under the
above definition unless the patient's stay in a private room is medically
necessary either in terms of generally accepted medical practice, or as
specifically defined in the Plan.

When a plan provides benefits in the form of services, the reasonable -
cash value of each service rendered will be considered both an Allowable
Expense and a benefit paid.

When benefits are reduced under a Primary Plan because a covered
person does not comply with the Plan provisions, the amount of such reduction
will not be considered an Allowable Expense. Examples of such provisions are
those related to second surgical opinions, precertification of admissions or
services, and preferred provider arrangements.

E. “Claim Determination Period” means a calendar year. However, it does
not include any part of a year during which a person has no coverage under This
Plan, or any part of a year before the date this COB provision or a similar
provision takes effect.

ORDER OF BENEFIT DETERMINATION RULES

A. General. When there is a basis for a claim under This Plan and
another plan, This Plan is a Secondary Plan which has its benefits determined

after those of the other plan, unless:
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)

()

The other plan has rules coordinating its benefits with those of This
Plan; and

Both those rules and This Plan’s rules, in Subsection B below,

require that This Plan’s benefits be determined before those of the
other plan.

B. Rules. This Plan determines its order of benefits using the first of the
following rules which applies;

(1)

Non-Dependent/Dependent. The benefits of the Plan which covers
the person as an employee, retired employee, member or
subscriber (that is, other than as a dependent) are determined
before those of the Plan which covers the person as a dependent
under this Plan:

(@)

(b)

(c)

Where two employees, both eligible to enroll for PEIA
coverage in their own names, are married to each other and
are covered under one PEIA family plan (one spouse is
treated as the named policyholder and the other as a
dependent for purposes of these rules.

W.Va. Code §5-16-13(a) provides that when a person is
covered as a spouse or other dependent under the PEIA
Plan, then “such spouse and dependent coverage shall be -
limited to excess or secondary coverage for each spouse
and dependent who has primary coverage from any other
source. For purposes of this section, the term ‘primary
coverage’ means individual or group hospital and surgical
insurance coverage or individual or group major medical
insurance coverage or group prescription drug coverage in
which the spouse or dependent is the named insured or
certificate holder.” Accordingly, whenever a person is
covered under This Plan (i.e., the PEIA Plan) as a spouse or
other dependent, and such person also has other individual
or group hospital and surgical coverage or individual or
group major medical coverage or group prescription drug
coverage in which the person is the named insured or
certificate holder, then This Plan shall be the Secondary
Plan and such other plan of coverage shall be the Primary
Plan and determine its benefits first.

Where a spouse would be subject to both Paragraphs
B(1)(a) and (b) above, then only (a) shall apply.
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(d)  Exception to the rule stated in Paragraph B(1) above: if the
person is also a Medicare beneficiary, and as a result of the
rule established by Title XVIII of the Social Security Act and
implementing regulations, Medicare is (i) S econdary to the
Plan covering the person as a dependent, and (ii) Primary to
the Plan covering the person as other than. a dependent
(e.g., a retired employee), then the benefits of the Plan
covering the person as a dependent are determined before
those of the Plan covering that person as other than a
dependent.

B. Dependent Child/Parents not Separated or Divorced. Except as stated
in Paragraph B(3) below, when This Plan and another plan cover the same child
as a dependent of different persons, called “parents”;

(a) The benefits of the Plan of the parent whose birthday falls earlier in
a year are determined before those of the Plan of the parent whose
birthday falls later in that year (considering only the month and day,
and not the year, of birth); but

(b)  If both parents have the same birthday, the benefits of the Plan
which covered one parent longer are d etermined before those of
the Plan which covered the other parent for a shorter period of
time.

However, if the other plan does not have the rules described in (a)
immediately above, but instead has a rule based upon the gender
of the parent, and if, as a result, the plans .do not agree on the
order of benefits, the rule in the other plan will determine the order
of benefits. '

C. Dependent Child/Separated or Divorced Parents. If two or more
plans cover a person as a dependent child or divorced or separated parents,
benefits for the child are determined in this order;

(8) First, the plan of the parent with custody of the child,;

(b)  Then, the plan of the spouse of the parent with the custody of the
~ child; and '

(c) Finally, the plan of the parent not having custody of the child.

However, if the specific terms of a court decree state that one of the parents is
responsible for the health care expenses of the child, and the entity obligated to pay or
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provide the benefits of the plan of that person has actual knowledge of those terms, the
benefits of that plan are d etermined first. T he plan of the other parentshallbe the
Secondary Plan. The plan of the spouse of the parent with custody of the child shall be
the Tertiary Plan. This paragraph does not apply with respect to any Claim
Determination Period or Plan Year during which any benefits are actually paid or
provided before the entity has that actual knowledge. For purposes of this paragraph,
the PEIA will not be deemed to have actual knowledge of a court decree until actual
receipt of a copy of that decree by the PEIA.

D. Joint Custody. If the specific terms of a court decree state that the
parents shall share joint custody, without stating that one of the parents is
responsible for the health care expenses of the child, the plans covering the child
shall follow the order of benefit determination rules outlined in Paragraph Il B(2).

E. Activel/lnactive Employee. The benefits of a plan which covers a person
as an employee who is nether laid off nor retired (or as that employee’s
dependent) are determined before those of a plan which covers that personas a
laid off or retired employee (or as the employee's dependent). If the other plan
does not have this rule, and if, as a result, the plans do not agree on the order of
benefits, this Rule (5) is ignored.

F. Continuation Coverage. [f a person whose coverage is provided under
a right of continuation pursuant to federal law (e.g., the Consolidated Omnibus
Budget Reconciliation Act of 1987, as amended) or state law also as covered
under another plan, the following shall be the order of benefit determination:

(@) First, the benefits of a plan coverihg the person as an employee,
member or subscriber (or as that person’s dependent);

(b)  Second, the benefits under the continuation coverage.

If the other plan does not have the rule described above, and if, as a result, the

plans do not agree on the order of benefits, this rule is ignored.

Iv.

G. Longer/Shorter Length of Coverage. If none of the above rules
determines the order of the benefits, the benefits of the Plan which covered an
employee, retired employee, member or subscriber longer are determined before
those of the Plan which covered that person for the shorter term.

EFFECT ON THE BENEFITS OF THIS PLAN

A.  When This Section Applies. This Section IV applies when, in
accordance with Section [l “Order of Benefit Determination Rules,” This Plan is
a Secondary Plan as to one or more other plans. In that event the benefits of
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This Plan may be reduced under this section. Such other plan or plans are
referred to as “the other plans” in B immediately below.

B. Reduction in This Plan’s Benefits. The benefits of This Plan will be
reduced when the sum of:

(1)

(2)

The benefits that would be payable for the Allowable Expense
under This Plan in the absence of the COB provision; and

The benefits that would be payable for the Allowable Expenses
under the other plans, in the absence of provisions with a purpose
like that of this COB provision, whether or not claim is made;
exceeds either: (a) one hundred percent (100%) of the actual
charges by providers to the insured in a Claim Determination
Period, or (b) the benefits that would be payable for the Allowable
Expense under This Plan in the absence of this COB provision,
depending on the type of PEIA coverage (see C. below) under
which the person is covered. .In these cases, the benefits of This
Plan will be reduced so that they and the benefits payable under
the other plans do not total more than either: (a) those actual
charges, or (b) the benefits that would be payable under This Plan
in the absence of this COB provision, depending on the type of
PEIA coverage under which the person is covered.

When the benefits of This Plan are reduced as described above, each benéefit is
reduced in proportion. It is then charged against any application benefit limit of This

Plan.

C. . Methods of Coordination. When This Planis a Secondafy Plan, there
are two methods of calculating the amount which This Plan will pay. The method
“which will be applied depends upon the PEIA coverage the person has:

(1) “Traditional” Method. Under the traditional method of coordinating
benefits, the benefits of This Plan will be reduced so that they and the benefits
payable under the other plans do not total more than the actual charge.

The traditional method shall be used to coordinate benefits only for:

(a)

(b)

(c)

Retired employees or their dependents who are covefed under
PEIA “Basic Plan;”

Dependents of retired employees, for whom Medicare is the
Primary Plan and who are covered under the PEIA “Basic Plan;
and, '

Active employees or their dependents for whom Medicare is the
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Primary Plan (e.g., persons who are eligible for Medicare because
of End Stage Renal Disease).

- (2) “Carve-out” Method. Under the carve-out method of coordinating
benefits, the benefits that would be payable under This Plan in the absence of
this COB provision will be reduced by the benefits payable under the other plans.
“Benefits payable under the other plans” shall include benefits that would have
been payable had claim been duly made therefore.

The carve-out method shall be used to coordinate benefits for:

(a)  Active employees and their dependents who are not included in
Paragraph C (1) above (“Traditional” Method);

(b)  Retired employees and their dependents who are enrolled in the
PEIA “Basic Plan II,” or PEIA “Catastrophic Plan,” and

(c) Retired employees who are enrolled in the PEIA “Basic Plan,” and
their dependents who are not included in Paragraph C (1)(b)
above.

V. RIGHT TO RECEIVE AND RELEASE NEEDED INFORMATION

Certain facts are needed to apply these COB rules. PEIA has the right to decide
which facts it needs. It may get needed facts from or give them to any other
organization or person to the extent reasonably necessary to apply these rules. To the
extent permissible under existing law and to the extent reasonably required PEIA need
not tell, or get the consent of, any person to do this. Each person claiming benefits
under This Plan must give PEIA any facts it reasonably needs to pay the claim.

VI. FACILITY OF PAYMENT

A payment made under another plan may include any amount which should have
been paid under This Plan. If it does, PEIA may pay that amount to the organization
which made that payment. That amount will then be treated as though it were a benefit
paid under This Plan. PEIA will not have to pay that amount again. The term “payment
made” includes providing benefits in the form of services, in which case “payment
made” means reasonable cash value of the benefits provided in the form of services.

VIl. RIGHT OF RECOVERY

If the amount of the payments made by PEIA is more than it should have paid
under this COB provision, it may recover the excess from one or more of:
A The persons it has paid or for whom it has paid;

{
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B. Insurance companies; or
C. Other organizations.

The “amount of the payments made” includes the reasonable cash value of any
benefits provided in the form of services.

PEIA shall have the right, after making reasonable attempts to collect from the
person or entity to whom or for whom an overpayment has been made, to deduct the
amount of the overpayment from other benefits or payments which are or may become
payable to or on behalf of the person or entity to or for whom the overpayment was
made.

APPENDIX H

ANNUAL PRESCRIPTION COPAYMENTS

Generic $5.00 $15.00 100%™ $5.00 $10.00 $10.00
Drug ‘
Preferred $15.00 $45.00 100%* |- $15.00 $30.00 $30.00
Brand-
Name

Drug
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Non- $25.00 $75.00 100%* $25.00 $50.00 - $50.00
Preferred :
Brand-
Name

Drug

*If a prescription is filled at a drug store that is not a part of the current TPA-P’s
network, the insured will be responsible for the entire cost at the time of purchase. The
claim can be submitted to the TPA-P for reimbursement of PEIA’s allowed amount for
the drug, which is based on the Average Wholesale Price (AWP) less the PEIA
discount,; minus the dispensing fee and a $3.00 processing fee. '

COPAYMENTS (RETIREE DRUG COPAY ASSISTANCE)

As a PEIA member eligible for premium assistance, you (and your enrolled
dependents) are also approved for prescription drug copayment assistance. This
copayment assistance is available to retirees whose gross income is less than 200% of
the Federal Poverty level.

Following is a chart listing your reduced copayments according to the years of
service you have accrued. ,

Retail Mail Order or Retail Mail Order j

Retail or Retail
Maintenance Maintenance
Pharmacy Pharmacy
20 or More* $6 $12 $16 $32
10 through $9 $18 $24 $48
19* .
5 through 9* $12 ~ $24 $25 $50
Less than $15 - $30 $25 $50
5**

*Generic copayment is $3.00 retail, and $6.00 mail order.
**Generic copayment is $5.00 retail, and $10.00 mail order.
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PLAN AMENDMENTS

176



